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Doctors right now are suffering from acute in- 
digestion of questions relating to duodenal ulcer. 
The case which I present here settles one point at 
least, and shows that spontaneous closure of a2 
duodenal fistula may occur in cases in which ideal 
closure of the bowel cannot be made at the time 
of operation. 


My friend, Dr. T. M. J., was forty years of 
age when he entered the Post-Graduate Hospital 
April 7, 1903. His history began three years pre- 
viously with digestive disturbance and two attacks 


. of jaundice. Since then he has treated himself at 


times for indigestion. One evening he had a rigor, 
and on the following morning was in great pain, 
with tenderness in the upper right quadrant of the 
abdomen. We knew that an acute inflammatory 
process was under way, because the vital signs gave 
warning. I believed it to be an attack of infec- 
tive cholecytitis, on account of the start from a 
jaundice history, and began palliative treatment. 
The diagnosis was wrong. A palpable mass formed 
in the vicinity. Our friend was sent to the hospital 
and I opened below the ribs, expecting to find a 
distended gall-bladder. Gas, pus and old blood clot 
spluttered out of the opening. The cavity was 
blown clean with peroxide of hydrogen, and then 
flushed with salt solution. A large flat blood clot 
was enucleated from behind the peritoneum, and a 
perforation of the duodenum was found two inches 
from the pylorus. The tissues of the adherent mass 
were too fragile to allow of any classical operation 
heing done, consequently I adopted the policy of 
neglect, snapping a pair of artery forceps upon a 
bleeding part of the bowel wall, inserting a drain- 
age wick, and leaving the rest to capillarity and 
phagocytes. For a month, chyme. undigested food, 
pus and new blood clots escaped from the drain- 
age opening. The fistula then contracted to a nar- 
row channel. Chyme alone escaped for four months 
more, and then the fistula closed spontaneously. 


Reported at the mecting of the Medical Union, January 24, 1911. 


That is the reason why the patient is shown to- 
night. I had planned to do an operation for closure 
of the fistula, but Dr. J. was busy and I was busy, 
and we never arrived at a convenient time for the 
operation. 


The object lesson of spontaneous closure is val- 
uable for guidance in similar cases, in which in- 
filtrated adherent masses of fragile tissue, in the 
presence of acute inflammation, are not good ma- 
terial for those operations which look so neat on 
well calendered paper in the text books. 

A few words about the etiology of ulcer of the 
duodenum. My views represent some speculation 
to be sure, but allow me a good deal of comfort, 
because they seem to comprehend the situation to 
the satisfaction of one surgeon at least, and that is 
above the average. Let us start from two fixed 
points in nomenclature. We shall call the region 
of the bile ducts and gall-bladder the Bidubla 
Region. We have a right to give a distinctive 
name to this region which is an area of special 
septic explosion, as described in my recently pub- 
lished book, “The Fourth Era of Surgery.” The 
Bidubla region is like the areas described by geog- 
raphers as peculiarly liable to seismic disturbance. 
The other area upon which we erect a nomencla- 
ture sign, let us call the Pydu Region, meaning by 
that the pylorus and first four inches of duodenum. 
The reasons for putting up a sign on this region 
are because the structures are developed from the 
foregut of the embryo, and this primitive area is 
under the control of internal secretions, in contra- 
distinction to the fundus of the stomach, which was 
a later development, and which is under motor con- 
trol in part from the cerebro-spinal nervous sys- 
tem. Another reason for erecting the sign over 
the pylorus and first four inches of duodenum and 
calling it the Pydu region for short, is because one 
must be nearly or quite sober in order to balance a 
picture steadily upon nomenclature when following 
gastro-pyloro-jejuno-duodeno-ileo and colo-descrip- 
tions in literature. Unless we mark the Pydu re- 
gion with a sign and make it stand out boldly from 
the general maze of inwards, one is apt to lose 
sight of this special area, with its individual char- 
acteristics. 

I look upon ulcer. in the Pydu region as a symp- 
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tom, rather than a disease, like acne of the face, 
and believe it to be due to three separate and dis- 
tinct primary causes. All three causes give similar 
end-results, just as in appendicitis we may have 
the same end-results from two or possibly three 
separate and distinct kinds of causes. The causes 
center upon vascular interruption at points where 
we have Achilles-heel anatomy, i. e., tissues sup- 
plied by terminal arteries becoming peculiarly vul- 
nerable when their arteries are disabled. 

Now let us go back to the case before us, to ask 
whether the doctor, after a very fine dinner, had a 
lot of colon bacilli or anaerobe bacteria and toxins, 
taken from the colon by the afferent vessels of the 
portal system and carried to the liver, and if this 
was the real beginning of the duodenal ulcer history 
in his particular case. 

This opens the door for us to enter room A of 
questions—the questions of sepsis. We are pretty 
well acquainted in this room. We are acquainted 
with the fact that colon bacilli carried to the liver 
by the afferent vessels of the portal system some- 
times escape into the Bidubla region, and set up an 
infective process in that region. Their toxins alone, 
excreted by the liver, may poison the Bidubla re- 
gion. We are acquainted with the fact that ascend- 
ing infection to the Bidubla region may also occur, 
and that the colon bacillus and other bacteria make 
their way up-stream against the ciliated epithelium 
of the common bile duct. When an infective irri- 
tation is under way in the Bidubla region the toxic 
impression leads to desquamation of endothelium 
on the peritoneal side. Plastic lymph exudes, or- 
ganizes, and forms meshes of adhesion which may 
engage the pylorus, duodenum and almost every- 
thing else in the-vicinity. When such an infective 
process is causing desquamation of endothelium of 
the peritoneum, may it not at the same instant 
cause desquamation of endothelium of the terminal 
arteries of the Pydu region? If so, what happens? 
Proliferating endarteritis! What does proliferat- 
ing endarteritis do to tissues supplied by the in- 
volved arteries? It limits freedom of circulation. 
What then? Areas of tissue deprived for the mo- 
ment of protection, are directly exposed to digestive 
and bacterial attack, having lost for that moment 
the “vital principle of Hunter.’’ What is the end- 
result? Ulcer! 

Welch tells us that about five per cent. of our 
adult people suffer from gastric or duodenal ulcer, 
but apparently more than fifty per cent. of our 
adult people carry signs of old toxic injury in the 
Bidubla region. These adhesion signs I have called 


the cobwebs of the attic of the abdomen. We as- 
sume from the toxic insignia of the Bidubla fra- 
ternity, that toxic desquamation of endothelium of 
neighboring terminal arteries of the Pydu region 
may Occur to some degree, in a larger proportion 
of patients than the ones who actually get so far 
as ulcer. 

Let us pass from room A into room B. In this 
room also we recognize at least one familiar face. 
Toxic irritation of the walls of bloodvessels some- 
times results in arterial spasm. Arterial spasm of 
terminal arteries of the Pydu region would mean 
what? Temporary interference with circulation of 
the areas supplied by these arteries! What then? 
Areas of tissue losing for the moment the “vital 
principle of Hunter,” and exposed to digestive an‘ 
bacterial attack! What would result? Ulcer! 

We will step into a third room, room C, and 
find another group of acquaintances. In the first 
two rooms we found intrinsic factors in the pro- 
duction of ulcer, intrinsic as relating to tissues. In 
the third room we come upon another acquaintance, 
an extrinsic cause, namely direct injury to mucosa. 
Injury which could be caused by the acid of hyper- 
secretion. What right have we to believe that di- 
rect acid injury may occur? We may believe it 
from the impartial testimony of the jejunum hung 
up to the stomach by operation, with a separate 
orifice some inches below made for alkaline con- 
tents of the afferent loop. Ulcer occurs very rarely 
in the jejunum under ordinary conditions, but when 
the jejunum is hitched up to the stomach where 
it cannot escape the direct influence of acid stomach 
secretions, ulcers occur frequently enough to make 
us stop and translate the hieroglyphic graven upon 
that area of bowel wall between the stomach orifice 
and the orifice for alkaline pancreatic and biliary 
secretions. When we have direct acid irritation of 
mucosa, what happens? The submucous tissue of 
the irritated area becomes loaded with interstitial 
infiltrates. There is limitation of protection against 
digestive and bacterial attack for the moment, while 
the “vital principle of Hunter” is lost. What then? 
Ulcer! 

I feel that ulcers vary in degree rather than in 
kind,—from the.indefinite erosion area of bleeding 
ulcer, to the punch hole of a perforation. 

In the three rooms, then, we have acquaintances 
who are pretty well known in their relation to other 
tissues in the body, and we may assume that they 
behave in the Pydu region as they do in other com- 
pany. We assume that our acquaintances are more 
active in the Pydu region than elsewhere, because 
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they are nearer to the Bidubla region. In the lan- 
guage of the children’s search game, as we approach 
the Bidubla region we get “warm, warmer, hot.” 
It looks like an object lesson on the subject of 
propinquity, that greatest of all forces in social 
and in pathological life. Were I a novelist, pro- 
pinquity -would be my grand new theme. As a 
surgeon it is my little theme, pointing to the quick 
score made by toxins when they can nurse the 
balls in the Bidubla-Pydu corner. 

Let us stop for a minute and ask about the 
previous history of some of our acquaintances, the 
intrinsic toxic group found in reom A and room 
B. We know that ulcers of the Pydu region can 
occur in the presence of almost any of the general 
infections, or any general toxemia. Take for in- 
stance a case in which a patient has received a 
superficial burn, and part of the tissues have been 
transformed by heat into toxalbumin, which is allied 
to rattlesnake poison. 

This toxalbumin at the same moment when it is 


causing hemolysis and toxic injury of the. 


epithelium of the kidneys in the course of excre- 
tion, may also be causing desquamation of en- 
dothelium in the Bidubla region after excretion by 
the liver. At. the same moment when it is causing 
toxic desquamation of endothelium of the peri- 
toneum in the Bidubla region, it may also be caus- 
ing toxic desquamation of endothelium of the ter- 
minal arteries of the Pydu region, either that, or 
toxic irritation leading to arterial spasm of the ter- 
minal arteries of the Pydu region. What toxal- 
bumin from the burn does rarely, and what toxins 
of a large number of toxemias do rarely, I think 
is done commonly by toxins of the colon bacillus 
and of other bacteria in the Bidubla region. The 
question why Pydu ulcer would bear any relation 
to appendicitis can be answered on this basis. When- 
ever an active colony of colon bacilli is disturbing 
the appendix, the liver at the same time is throw- 
ing more bacteria and toxins into the Bidubla re- 
gion. There is beaucoup de mouvement, as we say 
in Paris—lots going on just then. 

In the third room, the room of extrinsic injury 
of mucosa (the acid injury), we remember that 
acid hypersecretion occurs synchronously with the 
presence of ulcer, and we ask whether this is a 
cause or a sequel of ulcer. Let us argue first from 
the point of its being a cause, and get together some 
testimony bearing upon acid hypersecretion. Acid 
hypersecretion is a symptom like a cough or a 
sneeze. It means that something is deranging the 
function of the secretory glands. What could serve 


to derange the function of the secretory glands? 
As many things as may happen to disturb one’s 
peace of mind. Motility is the chief function of 
the stomach. Anything which interferes with moti- 
lity of the stomach might disturb the secretory 
glands, which have for one function the digestion 
of enemies if possible. The secretory glands, try- 
ing hard to digest what seems to be an enemy in 
the vicinity may try to digest an irritation. Ad- 
hesions from the Bidubla region, engaging the Pydu 
region, interfere with motility and may thereby ap- 
pear as an enemy which the secretory glands in 
futile effort imagine they may digest. This idea 
places hypersecretion in tlie class of compensatory 
activities. Another conception, more tenable per- 
haps, places hypersecretion in the “allowed” class 
of activities, allowed when the controlling sympa- 
thetic nerves, or the controlling internal secretions, 
are weary from fighting against enemies to 
motility. 

It may be that pyloric insufficiency and hypo- 
secretion belong to a still wearier stage of sym- 
pathetic nerve and internal secretion activities. At 
any rate when I was a boy and did not know where 
a Greek verb belonged I usually told teacher that 
it was second Aorist, and there is just as much 
comfort now in putting obscure pathology into the 
chromaffin account and letting it go at that. 

Pylorospasm is a symptom as well as an act. It 
is in reality nature’s attempt at putting the region 
at rest, like the spasm of muscles in hip-joint dis- 
ease or with fracture of the arm. Nature’s em- 
ployment of pylorospasm has a purpose in pre- 
venting irritating stomach contents from passing 
over an inflamed area, if we read the sign aright. 
The presence of pylorospasm includes the idea that 
local tissues are already irritated, no matter whether 
the irritation is due to irritating pyloric contents 
upon the mucosa, or to toxic irritation of the ter- 
minal arteries deeply seated in the Pydu wall. We 
have still another group of cases of pylorospasm, 
quite distinct from (1) those which go with Bidubla 
cobwebs interfering with motility, and from (2) the 
cases of pylorospasm belonging to irritation of the 
mucosa, already present. This third group is the 
motor neurosis group, referred from some peri- 
phery, just as one may have a cramp in other 
muscles without local irritation. It is a fraudulent 
group, this reflex motor neurosis lot. 

Hypersecretion may be both sequel and cause of 
honest pylorospasm in a retroactive way, and a 
sequel of fraudulent pylorospasm (i.¢., pylorospasm 
due to disturbance referred from some distant peri- 
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pheral stimulation). We find fraudulent pyloro- 
spasm as a reflex from loose kidney, fibroid degen- 
eration of the appendix, gall stones, eye strain and 
neurotic whim. 

No matter in what way pylorospasm is induced, 
it occurs at the same time when secretory glands 
pour out an excess of material beyond ordinary 
needs. The excess of acid secretion. may give us 
ulcers representing direct acid injury, but secondary 
to the loading of such irritated tissues with inter- 
stitial infiltrates. Ulcer already present from the 
toxic group of causes may seem to the secreting 
glands to be an enemy suitable for digestion, or 
more likely, its presence may weary the controlling 
agents, and here again we have an excess of pro- 
duction of acid. Further—acid hypersecretion rep- 
resenting irritation of the Pydu region, may occur 
without the presence of any pylorospasm at all, and 
it commonly does, but we read the testimony in the 
same way, as meaning local derangement of func- 
tion. The cases of acid hypersecretion with or with- 
out pylorospasm due to loose kidney, fibroid appen- 
dix, gall stones, eye strain and neurotic whim, are 
all more or less amenable to good medical treat- 
ment, but we find persistent acid secretion, refrac- 
tory to treatment, in two distinct classes of cases, 
(a) cases in which open ulcer remains in the Pydu 
region, with or without active symptoms, and (b) 
eases in which Bidubla cobwebs interfere with Pydu 
motility. 

We thus have two distinct fundamental explana- 
tions for ulcer of the Pydu region, one, mechanical, 
cobweb interference with motility leading to acid 
secretion, with local injury of mucosa; the other, 
chemical, relating to toxic endarteritis or toxic 
spasm of terminal arteries. The mechanical and 
chemical, relating to toxic endarteritis or toxic 
gestive and bacterial attack. Therefore, the ap- 
pellation “peptic” as applied to ulcus, would belong 
to a secondary role. 


The exact nature of chemical irritating and de. 
structive agents does not concern us on this oc- 


casion, excepting for a word or two. We know 
that hemorrhagins can exert destructive influence 
within the terminal arteries, and that mucolysins 
have a selective influence upon the mucosa of anemic 
or infiltrated areas temporarily removed from pro- 
tecting influence. Some years ago I showed in ex- 
periments upon rabbits that an irritant like car- 
bonate of sodium would throw the muscularis of 
the ileum into spasm at the point where carbonate 
of sodium was applied to the peritoneal coat. The 
area which went into a condition of spasm was then 


promptly engulfed by peristaltic progression, thus 
forming an intussusception. It is possible that 
various toxins might act precisely like carbonate of 
sodium in selective influence upon the Pydu wall, 
deranging muscle action to the point of pyloro- 
spasm, and deranging secretory glands to the point 
of hypersecretion, aside from the known influence, 
to which I have already referred, of toxins causing 
destruction of endothelial coats of arteries and in 
causing spasm of arteries. 

The small relative proportion of acid-injury ulcers 
of the jejunum does not excuse us from reading 
their meaning, and they oblige us to see a still 
larger meaning in the greater frequency of ulcers 
in the Pydu region, indicating that a greater num- 
ber of ulcers are of the toxic group, and that acid- 
injury ulcers belong to the small group. 

Aside from all this philosophy of the subject, let 
us impress the point that we are confronted by the 
need for earlier surgical attention than is com- 
monly given to ulcers in the Pydu region. There is 
no single group of patients leaving their medical 
consultants more often at the present time, and 
coming independently to the surgeon, than these 
Pydu ulcer patients. Some who are now happy 
and rosy say they had been on the point of com- 
mitting suicide during the time when their whole 
object in life seemed to be attention to gastric occu- 
pation. They tired of square pieces of bread for 
breakfast and round pieces of bread for dinner. 

Whenever we have persistent hyperacidity of the 
stomach, not responding to good medical treat~ 
ment as it commonly does respond when due to 
neurotic whim, to the influence of loose kidney, of 
eye strain, of gall stones, or of fibroid appendix, 
but remaining persistently in spite of treatment, 
we may assume either that ulcer of the Pydu re- 
gion is present, or that cobwebs are inhibiting moti- 
lity. The Einhorn method of determining the pres- 
ence of ulcers is better than depending upon symp- 
toms for diagnosis, because patients are often free 
from pain and other distressing symptoms for weeks 
or months at a time, even though an open ulcer of 
the Pydu region is present. It many cases of my 
early operation for ulcer we cannot even tell by 
examination of the outside of the bowel in the Pydu 
region whether ulcer is present or not. All of us 
who have opened the pylorus and peeked in often 
enough are sufficiently impressed with this point. 
In later cases the induration and the local peri- 
toneal adhesions are in evidence. 

I believe in following medical treatment in these 
cases for a reasonable length of time, but when 
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the presence of persistent open ulcer can be de- 
termined by the Einhorn method, and the cobweb 
cases are not under definite control by medical re- 
sources, it is time for the surgeon to act. There is 
just one reason why a larger proportion of these 
patients is not subjected to surgery at the present 
time. It is the reason why appendicitis surgery 
made such slow progress at first, namely—patients 
were not handed over to the surgeon until they 
had lost their power of resistence, and operative 
surgery made bad statistics through no fault of the 
operator, 

I have recently lost three patients with ulcer of 
the Pydu region, two in the Plant Pavilion of St. 
Luke’s Hospital, and one at the Post-Graduate Hos- 
pital, in which the operations were conducted quick- 
ly, without difficulty, and with no fault in technic 
so far as I know, yet the patients had lost their 
power to carry on ordinary repair. In two cases 
sutures of the abdominal wall cut out a few days 
after operation, although the alimentary tract su- 
tures held, and repair was good. In the other case 
there was good repair of the abdominal wall, with 
primary union, but on the sixth day in an effort 
at vomiting, some of the alimentary tract sutures 
cut out. 

If patients are handed over to the surgeon at a 
time when they have plenty of resistence left, we 
have beautiful surgery to apply, and we may have 
a long series of gastro-jejunostomies or Pydu plas- 
tic operations without a death. The death rate at 
the hands of a number of selected surgeons is less 
than three per cent. in series of cases by the hundred. 
We have gone through practically the same history 
with appendicitis, and it is now time for us to 
read this history backward, as a girl reads a novel, 
and apply the point of our reasoning to the tender 
spot in the Pydu region. 

By the way, where are the cobweb cases in the 
reports of surgeons? I have them in my own prac- 
tice (cases in which separation of Bidubla adhesions 
is evidently all that is required to make gastric and 
intestinal symptoms disappear). For years I have 
tried to draw the attention of the profession to the 
importance of these cobwebs in the attic of the 
abdomen, but doctors are preoccupied with the 
wealth of interesting new things which make it such 
a privilege to live in the present day. Before long 
they will begin to inquire about the relation of 
food hygiene, and pathologic processes to the pres- 
ence of the cobwebs, and post-mortem examinations 
will include the cobwebs in their data. Some day 
doctors will wake right up on this subject. They 


will sit straight up and exclaim, “Great Heavens,” 
what is this we see before us! Inscriptions written 
before the code of Hammurabi! 

They will ask about these inscriptions in relation 
to other phenomena—for instance, whether or not 
excreted toxins which are annoying to endothelium 
and sympathetic ganglia and hormones, are at the 
same time injuring epithelium of mucous surfaces 
of the Bidubla region and making marbles there at 
times. They will ask whether or not the frequency 
of occurrence of gall stones and of cobwebs in the 
insane bears any relation to the toxic features of in- 
sanity. They will ask whether or not the Bidubla 
inscriptions give us a key to much of nature‘s 
cipher literature, which states between the lines, 
that like trees, most of us who do not die by acci- 
dent, perish from the effects of poison before our 
time. 

616 Mapison AVENUE. 
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Mr. Dent, who for many years observed and 
followed the fractures occurring among the Metro- 
politan Police in London, concluded that fractures 
of the femur uniformly lead to permanent unfit- 
ness for the work that developed on those men. 
Ericksen wrote that fractures of the upper third 
of the bone were invariably unsatisfactory in results. 
These cases are especially difficult to treat, as it 
is almost impossible to preserve their alignment. 
The lower end of the upper fragment is drawn 
upward and rotated outward, while the upper end 
of the lower fragment is drawn upward and in- 
ward. It is interesting here to recall also the con- 
clusions of Allis in 1890 that the conversion of a 
simple fracture into a compound fracture affords 
the only means of accurate diagnosis and the only 
method of rational treatment of fractures at the 
upper third of the femur, and that patients and 
surgeons who stop short of this must compromise 
with the best results. These and numerous other 
records indicate that the results of conservative 
treatment in thigh fractures have not as a rule 
conformed to the high ideals which govern every 
modern surgical undertaking. 


* Read before the Greater New York Medical Association, Novem- 
ber, 1910. 
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During the past two decades almost the whole 
body of modern surgeons has appeared to be con- 
centrating its attention upon abdominal lesions, so 
that the treatment of fractures, which are of most 
frequent occurrence, has been somewhat neglected. 
The old method of treatment by splints has not 
progressed to anything like the extent which othe 
and more recent branches of surgery have—such, 
for instance, as the surgical treatment of abdominal 
lesions. Since the x-rays have enabled one to see 
and photograph the broken bones, the public have 
taken an increased interest in fractures and are 
demanding greater skill in their treatment. Many 
eminent surgeons of acknowledged skill and broad 


experience approach ordinary thigh fractures with 
guarded prognosis. In the past they accepted re- 
sults as satisfactory which are now considered most 
unsatisfactory. In 1891, Stephen Smith, as chair- 
man of the fracture committee of the American 
Surgical Association, asserted a “satisfactory result 
to be present when shortening did not exceed one- 
half to one inch.” 

A satisfactory result is often too elastic a term. 
Shortening sufficient to entail permanent limping, 
angularity, and rotation are not rarities in surgical 
experience. Lanninger states that the degree of 
diminution in the earning capacity of a laborer is 
dependent upon the amount of shortening. 

The renewed prominence given of late to this 
most interesting and important branch of surgery 
warrants an extended examination of the situation 
from all points of view in consideration of the 
widely divergent opinions held by many of our 
most eminent surgeons. 

I desire to present the following histories, hop- 


ing, to increase the interest of the profession in 
developing the operative treatment for selected 


cases of fractures. 


‘CasE I.—Femur, fracture of neck; female, aged 26; 
slipped and fell. On the following day a long side splint 
was applied without extension. With this she was confined 
in bed for twelve weeks. She left the hospital on crutches 
and was obliged to continue their use during the following 
eighteen months, for no union was present. Two years 
after the original accident she entered Bellevue Hospital. 
When standing with the aid of crutches the left lower ex- 
tremity hung apparently helpless; the glutei and other 
muscles of this thigh were moderately atrophied. Meas- 
urements showed 6 cm. shortening, confirmed by a radio- 
graph which showed the great trochanter to be displaced 
far upward. 

Treatment was at once begun by applying a Buck’s ex- 
tension with 15 pounds weight in order to reduce the short- 
ening if possible. The weights were very gradually 
increased up to 45 pounds. At the end of six weeks the 
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continuous traction had diminished the shortening to 3 cm. 

An operation was now performed to bring the separated 
fragments together and secure thém in apposition. 

An incision beginning 2 cm. below the left anterior 
superior spine was extended downward and backward to 
the posterior margin of the trochanter and then vertically 
down the thigh, the soft tissues were divided, the capsule 
exposed and divided, exposing the fracture which had oc- 
curred, roughly, transversely through the femoral neck, the 
proximal fragment consisting of the upper third of the 
femoral head. Considerable callus was removed, and the 
fractured surfaces were freshened by the rongeur. By 
traction and abduction the freshened fragments were 
brought together with great difficulty. 

A steel drill was passed through the great trochanter, the 
neck, the head and into the wall of the acetabulum, thus 
spiking the fragments firmly together. The wound was 
closed with a small rubber tissue drain. A plaster spica 
was applied from the lower border of the ribs to the toes. 

The wound healed uneventfully; the patient was con- 
fined to bed for eight weeks. Four weeks later a 
Thomas hip splint was applied and she went about on 
crutches. discontinuing the splint at the end of one year. 
Five months after the operation, the drill, which was loose, 
was easily removed by small forceps. ‘ 

Two years after the operation there is some motion at 
the hip. Less than 2 cm. of shortening exists. She walks 
without a cane, is free from pain, and is supporting herself 
by doing regular work. 

Case II.—Fracture of upper third of femur; male, aged 
s6 years. Fell from roof, striking upon right hip, pro- 
ducing a fracture at the uoper third of right femur. Meas- 
urements showed 3 cm. shortening and angular deformity. 
A Hamilton: side splint was applied. Two days later a 
plaster of Paris spica was applied. A radiograph (Fig. 1) 
was taken which showed an oblique fracture just below 
the great trochanter, the fracture running from without 
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downward and inward; the lower fragment was displaced 
about 6 cm. The upper fragment was markedly abducted. 

One month after the injury the patient came under my 
care for operation. An eight inch incision was made on the 
outer aspect of the thigh and carried down to the fracture. 
The irregular bony ends had lacerated seriously the adja- 
cent tissues and there was present much unabsorbed blood. 
The lower fragment was internal and posterior to and 
overridden by the upper fragment to the extent of about 
5 cm. No callus was present about the lower fragment, 
but some had formed about the upper fragment. Consid- 
erable difficulty was experienced in reducing the fracture 
and bringing the fragments into alignment. Holes were 


drilled through both fragments, through which silver wire 
was passed. This maintained the fragments in apposition. 
The soft parts were united by fine catgut, a rubber tissue 
drain was inserted and a plaster of Paris spica applied 
from the pelvis to the toes. Uneventful recovery ensued. 


Fig, 3. 
The patient was confined to bed for six weeks, and then 
allowed up on crutches. At the end of ten weeks the spica 
was removed and a lighter, shorter one applied. At the end 
of twelve weeks union was present with less than 2 cm. 
shortening (Fig. 2). 
In this case the use of Lane’s plates would have 


made the operation simpler, shorter, and more ef- 
ficient. I did not have them present. I feel this 
is true of other operators and would suggest that 
a set be added to each armamentarium and taken 
to all cases of fracture operation. It would have 
been difficult to have attempted to use any forrs 
of intermedullary splint. 


Fig. 4. 

Case II]—Fracture of upper third of femur; male, aged 
40 years; while unloading a ship fell into the hold, frac- 
turing his left femur just below the upper third. He was 
taken at once by ambulance to one of the neighboring hos- 
pitals, where a long side splint was applied. No extension 
was applied. After remaining at the hospital for seventy- 
two hours, the was transferred to Bellevue Hospital. 
Another side splint was applied, together with a Buck’s 
extension, with a weight of 10 pounds. At the end of 
fifteen days a plaster spica from the pelvis to just below 
the knee was applied, and he was transferred to the City 
Hospital on Blackwell’s Island. At the end of ten weeks 
the plaster spica was removed, and it was found that an 
angular deformity existed with shortening of about 6 cm. 
He was urged to permit an operation in the hopes of reliev- 
ing his condition, but would not consent until he found, 
on account of his crippled condition that he could not secure 
any position to support himself and family. 

At the end of fourteen months after the fracture occurred 
I undertook the operation. A six inch lateral incision 
Was made cn the outer edge of the thigh. After incising 


the skin and muscles one came down to a large mass of 
callus enveloping the overriding fragments. The callus 
was removed and the overlapping ends were finally sep- 
arated with great difficulty, accompanied with considerable 
oozing. After the ends were freed it was easily seen that 
they could not be approximated end to end on account of 
the retraction of the adjacent structures, unless the ends 
were shortened by resection or some other method em- 
ployed. The incision was lengthened. to ten inches, the 
muscles were further separated from the shaft until the 
ends of the bones could be easily brought out of the 
wound. The upper end of the lower portion of the shaft 
was freshened by sawing so that it became conical. The 
lower end of the upper portion of the shaft was freshened 


Fig. 5. 
by sawing it so as to receive the conical end of the lower. 
shaft. At first attempt the bones could not be brought 
together except at an oblique angle. However, after thirty 
minutes’ manipulation, the soft structures were gradually 
stretched so that the bones were brought into alignment. 
One strand of silver wire was passed through the ends, and 
the muscles and fascia were tense and firm enough to keep 
the ends approximated. The wound was closed with the 
exception of a small rubber tissue drain. A plaster spica 
was carefully applied from the pelvis to the toes. Un- 
eventful recovery followed. There is 2-5 cm. of shortening, 


Fig. 6. 
and some stiffness in his knee, due to the fourteen months’ 
retention before he submitted to the operation. He has 
resumed his wage. earning work and is much more than 
satisfied. Unusual difficulties were encountered at this’ 
late date which could easily have been avoided had the 
operation been performed earlier. 

Case IV.—Femur. fracture at middle third; male, aged 
12 years. On admission to the hospital the usual long 
splint was applied. A radiograph taken seventy-two hours 
after the accident showed a shortening of 2.5 cm. On the 
following day under an anesthetic the deformity was ap- 
parently reduced and a plaster spica applied. Ten days 
later a second radiograph was taken which showed 5 cm. 
shortening. The spica was removed and a Buck’s exten- 
sion applied; two weeks later very little improvement had 
occurred and operation was advised. 

The patient came under my care for operation six weeks 
after the fracture occurred. An antero-external longi- 
tudinal incision was made immediately over the fracture. 
There was considerable callus among the tissues, which 
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were very vascular. The ends of the fragments were fresh- 
ened. ‘lwo strands of chromic gut No. 3 were passed 
through holes piercing the bones about half an inch from 
their ends. The wound was closed in layers, leaving a rub- 
ber tissue drain. A plaster spica was applied from the 
pelvis to the toes. Ten days later the plaster spica was 
removed and the rubber tissue drain withdrawn; the wound 
healed primarily. The leg was apparently carefully held 
while a plaster spica was applied. Four weeks later this 
spica was removed and I was surprised and embarrassed 
to again find 4 cm. of shortening. It became painfully 
evident that when the first spica had been removed the 
leg had not been held firmly, and that the fragments had 
again slipped. Undoubtedly this was somewhat due to the 
use of chromic gut instead of wire. I found upon talking 
with my colleague, the late Dr. Carlton Flint, that he had 
had a similar case in his own practice, and had also the 
histories of two additional cases in the practice of others. 
I explained the unfortunate situation to the family of the 
patient «nd. requested a second operation, which was 
granted. 

August 13, 1907, eleven weeks after the first operation 
and eighteen weeks after the accident, the second operation 
was performed. A six inch incision was made down to 
the seat of fracture. The soft tissues were infiltrated 
and greatly matted together. Some callus was found at the 
ends of the bones but not at the sides. After freeing the 
ends of the fragments four holes were bored through each 
fragment. The aluminum splints, three-eighths inch in 
width, one-eighth inch thick and four inches in length, 
were applied, one to the inner aspect of the fragments and 
the other to the outer aspect. The fragments were placed 
in apposition and alignment and fixed firmly by the above 
splints, which were held securely by aluminum bronze 
wire.* The wound was closed with fine catgut, a small 
rubber tissue drain was inserted, and a plaster spica was 
— from the pelvis to the toes. 

Jneventful recovery followed. Ten weeks later the 
splint was removed and the patient began to walk on 
crutches. End result less than 1.5 cm. shortening. Three 
years have passed since ‘the operation; the plates have 
caused no trouble. The patient has perfect function. 

Case V.—Femur, fracture of middle third; male, aged 
40 years. On admission to:a hospital examination showed 
a transverse fracture; a long side splint was applied. Two 
days later measurement showed 2 cm. shortening. Under 
ether anesthesia the fracture was reduced and a plaster 
spica -applied; four weeks -latér the ‘spica was removed. 
There was shortening ‘of ‘4.5 *cm. ‘(Fig. 3) and only fibrous 
union. Two weeks later he came under my ‘care for opéra- 
tién. ‘Considerable ‘callus ‘was !present ‘at ‘the «énds of ‘the 
bones, The ‘ends were freshened, ‘and ‘a one-quarter inch 
intermedullary ‘splint ‘of aluminum was inserted into the 
lower fragment; the uppér ffaginent was brought into 
alignment and ‘the splint pushed ‘upward until one and a 
half inches lay within each fragment. (Fig. 4). 

The spica was ‘removed fifteen weeks after the operation; 
the patient walks easilv, without limping, and has no pain. 

‘Case VI.—Femur, fracture at lower third; male, aged 
52 years. He was caught between an automobile and an 
iron fence, jamming his right leg just above the knee. A 
radiograph showed an oblique fracture just above the con- 
dyles and 2 cm. shortening (Fig. 5). Two days later a 
plaster cast was applied. Six weeks later the cast was 
removed. Very little union was present. Massage treat- 
ment was instituted and the leg placed in a Volkman splint. 
Eight weeks later only fibrous union was present and 
shortening had increased to 3.5 cm. 

Fourteen weeks after the injury he came under my care 
for operation. A six inch incision was made on the outer 
aspect, beginning at about the centre of the external con- 
dyle and extending upward parallel to the long axis of the 
femur. The fragments were exposed. A flap of perios- 


*. *T have found the aluminum bronze wire excellent in bone work. 
It is strong, pliable, and can be threaded as easily as silk; it can 
be knotted with a simple surgical knot and need not be twisted; 
furthermore, it can be safely sterilized. I used size No. 2, secur- 
ing it from the Kny Scheerer Company, New York, who are the 
American manufacturers. It is described in the Ceniralblatt fir 
Chirurgie, No. 35, 1908. 
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teum folded over the lower end of the upper fragment had 
become interposed between it and the lower fragment. The 
lower fragment had become tilted downward and backward 
by the prolonged traction of the muscles. For this reason 
it was impossible to restore perfectly the natural align- 
ment. After freshening the surfaces of the fragments they 
were placed in apposition and secured by silver wire. 
The wound was closed with fine catgut and a rubber 
tissue drain inserted. A plaster spica was applied from the 
pelvis to the toes. Uneventful recovery. At the end of 
eight weeks the cast was removed. At the end-of ten 


Hie Fig. 7. 


weeks passive motion began. At the end of twelve weeks 
union was present. The end result was a 2 cm. shorter- 
ing. One year after the operation there has been no trou- 
ble (Fig. 6) due to the silver wire and the patient walks 
without discomfort. 


Case VII.—Femur, fracture at middle upper third; male, 
aged eleven years. On admission to the hospital, examina- 
tion showed an oblique fracture with 3 cm. shortening; a 
long side splint and Buck’s extension were at once ap- 
plied. Ten days later the shortening still persisted and the 
fragments could not be brought into alignment. Two 
radiographs were made, and while one showed the frag- 
ments (Fig. 7) in alignment, the other, taken at right 
angles to the first one, showed the overriding. Operation 
was advised, and performed fourteen days after the acci- 
dent. Upon exposing the seat of fracture the ends were 
found to be separated by a firm flap of periosteum, and 
they could ‘be brought into correct apposition only after 


Fig. 8. 


this flap had been excised. A steel plate was applied and 
(Fig. 8).secured by two’screws in the lower’ fragment and 
two'screws in the upper fragment. The*wound was closed 
with No. 1 catgut. The shortening ‘was overcome when 
the fracture was reduced. 5 

A plaster spica was applied. He remained in bed for six 
weeks. Three months after the operation he walked with- 
out limping or discomfort. Fourteen months have passed 
without any trouble on account of the plates. 


Case VIII.—Femur, fracture at middle third; male, aged 
10 years. On admission to hospital, examination showed 
an oblique spiral fracture (Fig. 9) with 2.0 cm. shortening; 
a side splint was applied. On the seventh day a plaster 
spica was applied from the toes to the pelvis. On the four- 
teenth day a radiograph showed overriding of 3 cm.; the 
spica was removed and an extension apparatus applied, but 
the deformity still presented. Under anesthesia efforts 
were made to correct the deformity, but proved unsatisfac- 
tory. Five weeks after the accident an operation was per- 
formed. When the seat of fracture was exposed a flap of 
periosteum and muscle was found between the fragments. 
After this was removed, the separated ends were placed in 
alignment and the shortening was eliminated. A steel plate 
was applied and secured by two screws in the upper and 
also by two in the (Fig. 10) lower fragment. The wound 
was closed completely without any rubber tissue drain. A 
plaster spica was applied from the pelvis to the toes. He 
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remained in bed for five weeks, and then went about on 
crutches; the spica was removed, and at the end of. six 
weeks the patient walks without limping and has regained 
full function of the leg. 

Case 1X.—Femur, fracture at upper third; male, aged 
60 years. Upon admission to hospital, forty-eight hours 
after the occurrence of fracture, a long side splint was 
applied; the following day examination showed a shorten- 
ing of 4 cm., and Buck’s extension was applied, at first with 


upper fragment was drawn upward and outward. There 
was a shortening of 4 cm. Very strong traction was made 
by two surgeons pulling on the leg at the ankle while two 
other surgeons exerted counter traction by holding the 
patient at the shoulder. Considerable difficulty was ex- 
perienced in approximating the fragments. A Jarge sized 
Lane plate was applied and held in position with six 


Fig. 9. 


a weight of 20 pounds, which was gradually increased 
to 40 pounds. At the end of fourteen days there still 
existed a shortening of 2.5 cm. The radiograph showed 
the fracture to be an oblique spiral one, and the fragments 
not in alignment. Mr. Lane, of London, saw the patient, 
and advised operation. A ten inch incision was made over 
the outer aspect of the thigh, exposing the fracture. No 
appreciable callus existed. The fragments overlapped, the 
lower end of the upper fragment was drawn upward and 
rotated outward, while the upper end of the lower frag- 
ment was drawn upward and inward. Strong traction was 
applied by two surgeons -pulling on the lower leg while a 
third assistant exerted counter-traction by holding the 
patient at the shoulders. Two long twelve incli Lane bone 
forceps were applied, one to the upper fragment, the other 
to the lower fragment. These were used to manipulate 
the fragments and to bring them into alignment. The 
operation was extremely difficult, and while approximating 
the fragments a large fragment was broken from the upper 
end of the lower fragment—this was due to the brittle con- 
dition of the bone which so frequently exists in old alco- 
holic patients. The long powerful forceps were not re- 


Fig. 10. 


moved, but acted as immobilizers until the Lane plates 
were employed. Two large plates and one small plate were 
employed. The skin was closed by a continuous suture of 
fine biack silk. No drain was inserted; a plaster cast was 
applied from the pelvis to the toes. As the patient had 
suffered from a fracture at the neck of the same femur 
twenty years previously, there was but little motion in this 
hip joint and some adduction was present. The plates 
were therefore so applied as to increase the amount of 
abduction. This is seen in the second radiograph, which 
also presents the appearance of slight non-alignment, but 
which has really contributed to his favorable result. The 
wound healed primarily. The cast was removed on the 
twenty-eighth day; on the forty-second day he was out of 
bed and using crutches. Six months later there had been 
no trouble on account of the plates. 

Cast X.—Femur, upper third; female, aged 42; stout; 
Three hours after falling she was brought to a hospital, 
where a long side splint was applied. Three days later a 
radiograph was taken (Fig. 11) which showed the usual 
deformity. Six days after the accident an operation was 
Performed. A six inch incision was made antero-exter- 
nally; the upper end of the lower fragment was found 
drawn inward and upward, while the lower end of the 


screws; the muscles and fascia were united with fine cat- 
gut, the skin with the finest subcuticular catgut suture. 
No drain was used. 

A plaster cast was applied from the pelvis to the toes. 
Primary union followed. On the forty-second day the cast 
was removed. On the forty-eighth day the patient was up 
in a chair and began to use crutches. Union was perfect 
with less than 1 cm. shortening. A second radiograph was 
taken (Fig. 12). Thirteen months afte? the operation the 
patient walked without limping and there has been no 
complication from the operation or on account of the plates. 


Case XI.—Femur, upper third; male, aged 16 months. 
When the infant was delivered by a midwife, the left femur 
was fractured just below the lesser trochanter. No splint 
or bandages were applied, therefore the fracture united with 
considerable angulation. The deformity has increased until 
now there is about 2.5 cm. shortening. 

Operation.—Ether was given, a four inch incision was 
made antero-externally. The femur was considerably thick- 
ened and increased in size, but no callus was present. The 


Fig. 12. 2 


femur was sawn through (and a small wedge shaped sec- 
tion removed) ; this permitted the femur to be straightened 
amd the divided ends to be accurately approximated. 
small sized Lane plate was applied and held in position by 
four screws. 

The muscles and fascia were sutured with fine catgut; 
the skin was united with a subcuticular catgut suture. No 
drain was used; a plaster cast was applied from the pelvis 
to the toes. Primary union resulted. Ten days after the 
operation the plaster cast was removed and a new one 
reapplied. Thirty-five days after the operation the cast was 
removed. Firm union was found to be present. The pa- 
tient was discharged from the hospital and gradually began 
to walk, becoming normal within six months. Fourteen 
months after the operation the child plays about perfectly 
normal. There has never been the slightest complication 
in any way. 

‘Case XII.—Tibia and fibula, fracture of; female, aged 35. 
Patient slipped and fell, causing a fracture of both tibia 
and fibula at the lower third. After admission to hospital, 
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side splints were applied. Two days after the accident 
there was but moderate swelling, and as the position of the 
fragments seemed good, a plaster cast was applied; thirty 
days later it was removed. Union did not exist; therefore, 
a plaster cast was reapplied. Twenty-one days later the 
cast was removed and there was but very slight union. A 
radiograph (Fig. 13) was taken. The patient then came 
under my care for operation. A four inch antero-incision 
over the tibia exposed the fracture. A flap of periosteum 
covered the lower end of the upper fragment, separating 
it almost completely from the lower fragment. There was 
but little callus present. The ends of the fragments were 
first curetted; they were then brought into apposition by 
means of the Lane forceps, when a Lane plate was 
applied and secured in position by means of four 
screws. The wound was closed with catgut. No 
drain was used. A plaster cast was applied. This 
was removed at fhe end of twenty-one days. Primary 
union existed and bony union appeared perfect (Fig. 14). 
The patient gradually began to walk. Fifteen months after 
the operation there has been no complication and function 
is perfect. 

Case XIII.—Elbow, fracture and dislocation of; male, 
aged 4 years. While playing the patient fell upon left 
elbow; several hours later he was brought to the hospital. 


Fig. 13. 


The arm was greatly swollen, it was extended and could 
not be flexed; wet dressings were applied. On the follow- 
ing day a radiograph was taken; it showed the radius and 
ulna dislocated backward and outward, associated together 
with a separation of the epiphyses and fracture of the 
external condyle of the humerus. Ether was given and a 
reduction and replacement of the fragments was attempted. 
As it was unsuccessful, an operation was performed. A 
four inch median posterior incision was made to expose 
the fragments. The lower end of the humerus was freed 
and then drawn backward by a hooked retractor, thus. per- 
mitting the dislocation to be reduced. The separated 
epiphyses were replaced and held in position with chromic 
catgut No. 2. The skin incision was completely closed with 
fine silk sutures. No drain was used. The arm was flexed 
at an acute angle; a plaster cast was applied. Primary 
union followed. On the eighteenth day the cast was re- 
moved and gentle passive movements begun. At the end of 
six months motion was nearly normal. One year after the 
operation there has been no complication following the 
Operation. Function has been restored. 


‘In fractures the rapidity and completeness of 
cure are proportional to the accuracy of reduction 
and the retention of the fragments. When anatomi- 
cal replacement has been secured, and the frag- 
ments are in direct apposition, healing results more 
quickly and more firmly than where there is over- 
lapping and a corresponding increase in callus for- 
mation. Delayed union is largely due to faulty ad- 
justment. It is, therefore, most important that the 
reduction of the displaced fragments should be 
made complete and perfect at once. Nailing or 
\suturing the fragments does not increase the nu- 
trition of the parts, but it does bring the frag- 
ments into early intimate contact, and when the 
fractured surfaces are in proper contact primary 
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healing results. The cases which give trouble are 
those in which there is overlapping and shortening, 
or when the bones have united at an angle. 

“Those whose occupations necessitate much 
standing and moving about require an especially 
careful adjustment of fractures of the lower limbs 
with regard to the distribution of weights, or elsc 
their earning capacity will be reduced by the discom- 
fort produced by strains upon muscles and joints— 
an all too common occurrence. It should never be 
lost sight of that these unfortunate results can 
usually be avoided by a timely and skilful opera- 
tion.” 

The surgeon must remember that the result of 
his treatment, whether operative or not, will prob- 
ably be submitted to the test of radiography and 


Fig. 14. 


that if brought before a jury, it will be likely to 
regard ‘any marked irregularity in the form of the 
bone as indicating a want of sufficient skill on the 
part of the surgeon, for the jury will have been in- 
structed by counsel that our own creed teaches 
that the surgeon who has not placed the fragments 
in accurate apposition has not performed his work 
properly. 
He must, therefore, be most careful to have frac- 
tures carefully «-rayed in planes crossing each 
other at right angies, so that any displacement 
may not escape his observation. In any case the 
surgeon who does not insist on efficient radiograms 
being taken at the earliest moment in any sus- 
picious case of injury renders himself liable to 
much criticism and financial loss in the future. 


CONCLUSIONS. 


The operation should be performed as soon after 
the injury as it has been determined that reposi- 
tion is possible by no other method. It is better 
to clear out the clots at once than to wait for ab- 
sorption, as it diminishes the chance of sepsis. 
Traumatic reaction is going on all the time, so long 
as the bones are out of place, or so long as they 
are movable. The bone fragments injure the sur- 
rounding soft tissues, thus producing exudation and 
swelling. The longer the delay the more the tissues 
contract and the chief difficulty in the reduction of 
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fractures is the shortening of the tissues which so 
displaces the fragments. 

If a fracture be considered as a wound the sooner 
and more accurately the wound surfaces are brought 
together and retained in apposition the less will be 
the swelling, and the more perfect the healing. 

1. The operative method is indicated for the im- 
mediate accurate reduction of displaced fragments 
of long bones whenever it is impossible to correct 
the deformity without operation. 

2. For the removal of soft parts between the 
fragments, which is the most frequent cause of non- 
union. 

3. When properly performed with suitable in- 
struments it does not cause extensive laceration of 
tissue nor increase the risk of suppuration. It is 
absolutely necessary that an-asepsis be observed 
which is far superior to that requisite for other op- 
erations because a considerable quantity of metal 
is left in the wound. As these operations are 
usually very difficult, it is necessary that the sur- 
geon and his assistants acquire special skill. 

4. It diminishes the unfavorable results of con- 
servative treatment; it simplifies the usual treat- 
ment, for extension is seldom required, and tight 
splinting is unnecessary. Physiological rest, so es- 
sential to rapid and uneventful healing, is frus- 
trated by circular compression. It permits earlier 
massage and passive motion, which is of so mich 
importance in connection with joints in the earlier 
restoration of function. 

5. It is necessary in fresh cases in which the 
fragments are irreducible or cannot be molded into 
place or cannot be kept in place after a fair trial, 
or in cases in which there is involvement of the 
joints with loose or unmanageable fragments, in 
older cases of vicious union with malposition of 
various kinds, which interfere with perfect func- 
tion. 

33 East 33RD STREET. 


SURGERY OF NEURASTHENICS. 

There is a possibility of making a diagnosis be- 
tween nervous invalids that can be operated with 
reasonable expectation of success in the ultimate 
tesult, and a true neurasthenia that ought to be ap- 
proached by the surgeon in a very guarded way. 
Psychasthenia, that borderland of insanity is a 
dangerous ground for the surgeon, because in- 
sanity of a pronounced type may develop after 
operation, while neurasthenics usually do not be- 
come insane but remain uncured examples of mul- 
tiple surgery in many instances.—WILLIs E. Forp 
in the N. Y. State Journal of Medicine. 
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DEFORMITIES OF THE NASAL SEPTUM 
AND THEIR CORRECTION. 
CLAUDE GRANVILLE CRANE, M.D., 


Assistant Surgeon, Department of the Ear, Brooklyn Eye 
and Ear Hospital; Associate Lary ngologist, 
Brooklyn Hospital. 


BROOKLYN, N. Y. 


Deformities of the nasal septum are very com- 
mon. According to reliable statistics septal devia- 
tion of some degree is the rule among civilized peo- 
ple. Some go so far as to say that a perfectly 
straight septum is not to be found except in the 
purest type of man, such as the North American In- 
dians, Arabs, Hindoos and Malays. 

The etiology of septal deformities is a subject of 
considerable interest. I shall consider three causa- 
tive factors: faulty growth of development, previ- 
ous disease and traumatism. In any given case one 
or all of these causes may be responsible. 

The study of faulty growth or development of 
the human skull reveals many interesting facts. It 
is conceded that deviations of the septum are vastly - 
more frequent among civilized than among savage 
races. The frequency of deviations among civilized 
races, particularly among the Europeans and Amer- 
icans, is ascribed to two causes: first, to the increase 
in the cranial development and the enlargement of 
the facial angle; and second, to the admixture of 
the several races. The aquiline type of nose as il- 
lustrated by the Slav, Hebrew and ancient Roman 
is particularly apt to be associated with deflections ; 
a notable exception to this is the fact that the North 
American Indian, while possessing the aquiline nose, 
rarely has a deflection of the septum. This, how- 
ever, is explained by the fact that the Indian be- 
longs to a primitive and pure race, and by his higher 
physical development due to outdoor life, and, as 
has been observed, by the habit of Indian mothers 
closing the mouths of their children, compelling 
them to breathe through their noses, from their ear- 
liest infancy. 

The three elements of the septum, perpendicular 
plate of the ethmoid, vomer and triangular cartilage, 
develop late. The ossification of the vomer begins 
about the eighth week of fetal life and is not com- 
pleted until about puberty. The perpendicular plate 
does not begin to ossify until about the first year 
after birth. The fact that the ossification begins 
in the posterior end of the septum, and coalescence 
of the three elements takes place from behind for- 
ward, explains why the posterior end is rarely the 
seat of deformity. Deformities have been observed 
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at birth but they are rarely seen before the fourth 
year. 

From racial development and admixture, there 
results an inherited predestined shape of the skull 
and face which is called leptoprosopic in contradis- 
tinction to the chameprosopic skull. Facial asym- 
metry is also a congenital factor in the development 
of septal deformities. Leptoprosopic skulls and 
faces practically never exist, in a marked degree, 
without some distortion or over-arching in the pal- 
ate and changes in the nasal cavity. If the first 
teeth are early removed, and the dental arch dis- 
turbed, the palate will usually more easily become 
narrowed and pointed in its own arch. 

Above I referred to facial asymmetry as an etio- 
logical factor. In considering the anatomical make- 
up of the face, nose and septum, we must not fail 
to remember that the septum is the last of the bones 
to ossify. With facial asymmetry there is a change 
in the septum, not from effects on the palate above, 
but by the overgrowth of one side overpowering and 
bending around the smaller and weaker side. Since 
the discovery of this relation and the possibility of 
facial asymmetry contributing towards bends in the 
septum, observers have been impressed by the enor- 
mous numbers of people, one side of whose face is 
different from the other. With this disproportion- 
ate development, then, there is obtained faciai asym- 
metry, or scoliosis of the face, and its resulting ef- 
fect on the septum. In a great many cases the 
bends in the septum bear a certain relationship to 
the greater side. This facial irregularity is almost 
invariably present in the markedly leptoprosopic, 
and it would readily account for the existence of 
asymmetrical arching of the palate causing devia- 
tion of the septum and nasal narrowing. It seems 
as though the smaller side acts as a sort of re- 
straining influence upon the other side of the sep- 
tum, causing an arching toward the more powerful 
side, or it may take a compensatory form, both vari- 
eties existing in about equal degree. 

Heredity, therefore, plays an important part in 
deformities of the nasal septum. The purer the race 
the straighter the septum, the more composite the 
race the more often is encountered a deflected sep- 
tum. It is a well recognized fact that a child may 
inherit from one parent one peculiar feature. If, 
therefore, the child should happen to inherit the 
nose from one parent and the mouth and maxillae 
‘from the other, the septum may not fit the place 
assigned to it, nor have sufficient room to properly 
develop, and of necessity it becomes deformed. In 


the evolutionary changes that take place in the mix- 
ture of the races, we may readily understand that 
the offspring has only exceptionally the septum 
which belongs to him. 

Previous disease, such as catarrhal affections and 
hypertrophies of the turbinates, is undoubtedly a 
common cause of deviation of the septum. There 
is no doubt that deviations of the septum are pre- 
dominant causes of hypertrophic rhinitis, as well as 
inflammation of the accessory sinuses. On’ the 
other hand, it seems very probable that such hyper- 
trophies might act as causative factors in produc- 
ing septal deviation. Other diseases, such as goiter, 
and cretinism are sometimes causative agents, as 
well as strumous, syphilitic, tuberculous or rachitic 
diathesis. All of these factors are independent of 
obstruction of nasal respiration due to adenoids, 
which when causing nasal obstruction undoubtedly 
play a part in bringing about septal deformity. 

A word may be said here in regard to the rdéle 
that adenoids, causing nasal obstruction, play in the 
etiology of septal deformities. Adenoid stoppage 
does not always, and may never, cause over-arching 
of the palate. Over-arching of the palate does not 
always produce bends in the septum. Over-arched 
or gothic palates and bent septa often occur together 
and each is more frequent in skulls which are lepto- 
prosopic. In a child about to develop into marked 
leptoprosopia, pronounced or complete adenoid 
stoppage cannot fail to add to the degree of the de- 
formity by interfering with the normal growth of 
the superior maxillary bones, not the least item in 
which is the stunted growth of the maxillary sinus 
from lack of proper aeration and air-interchange in 
the nose. I would rule out of the causative influences 
toward over-arching of the palate the dragging on 
the cheek muscles, resulting from a dependent lower 
maxilla in mouth breathers, due to adenoids causing 
nasal obstruction, although considerable weight is 
attached to this theory by competent observers. Ade- 
noids by causing nasal stoppage and subsequent 
hypertrophic rhinitis, may aid in producing septal 
deviation. I do not wish to give the idea that ade- 
noids have no part in the production of septal de- 
formity, but I do wish to convey the fact that they 
do not play the all important réle that has been as- 
signed to them in the past. They must be consid- 
ered as an indirect cause, other factors playing a 
more important part. In fact, some cases have been 
reported of complete congenital bilateral occlusion 
of the posterior end of the nares by long plates, un- 
associated with a high arch or septal deformity. If 
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such an obstruction did not act as a cause, surely 
adenoids may easily fail to do so. When as a re- 
sult of inherent tendencies, aided and abetted by 
nasal stoppage, there has been produced a smaller 
nose than normally would be correlated, then the 
septum nasi, as the last to develop and fully ossify, 


‘may cease to be perfectly straight, because it must 


find a place in a structure harder than itself. It 
must therefore yield to the irregularities in the 
growth of the other bones, We may have, there- 


-fore, septal deviation occurring without traumatism, 
‘without over-arching of the palate, without previ- 


ous disease such as adenoids and hypertrophies. 
Traumatism. Because of the position of the nose 

and its late development, it is exposed from birth 

and during its entire formative period, to an endless 


-series of accidents and disasters. The circum- 


stances attending birth, such as prolonged and dif- 
ficult parturition, instrumental delivery and version, 
and later on in child life, frequent falls and injuries 
attendant on games, sports and the battles of child- 
hood, all tend to increase the likelihood of an injury 
sufficient to produce a permanent septal deformity, 
with or without external evidence of it. In child- 
hood before the three elements of the septum are 
ossified and united, it does not require very much 
force to produce a deformity. Many times a child 
receives a comparatively slight injury to the nose 
and it passes unnoticed; but were an examination to 
be made it would often be found that the cartilage 
has been displaced or is the seat of a greenstick 
fracture. I would enter a plea for the routine in- 
ternal examination of children’s nares immediately 
after all injuries to the nose, regardless of their 
seeming insignificance. Proper treatment at this 
time is simple and would avoid the consequences 
attendant on septal deformity. Later on in life 
when the septum is fully developed, it is remarkable 
how severe an injury the nose may be exposed to 
without producing a fracture or other injury 1e- 
sulting in deformity. 

The most serious injury is that which crushes 
downward from above and in front downward and 
backward, producing a sharp, angular, vertical frac- 
ture and a horizontal one as well. Such an injury 
expends its force on the anterior third of the sep- 
tum, the greatest deflection being on the plane of 
the outer edge of the nasal process of the superior 
maxilla and above the anterior nasal spine. This 
is the very entrance to the nose and its innermost 
part. The angle of the vertical fracture is driven 
against the turbinate, and its anterior plane is bent 


sharply across the entrance to the nostril. The 
columnar cartilage, displaced at its base, is thrust 
out from the median line and projects across the 
vestibule of the other nostril, seldom closing it en- 
tirely, but narrowing its caliber. Beyond the oc- 
cluding angle of the fracture, even in the nares of 
the convexity, there will be usually a fair degree 
of space, but the angle itself blocks the passage 


completely. 


Another form which may be due to traumatism 
is horizontal in character, the projecting part or 
angle being formed along the upper border of the 
vomer. This crest or ridge deflection may be due 
to traumatism when it involves the cartilage only, 
but when it involves the bony septum it is probably 
due to faulty growth, except that a deforming in- 
jury to the cartilage in early childhood, before com- 
plete ossification, may in this way cause a faulty 
growth of the bone, and thus the injury would, be 
indirectly responsible. 

A third form due to traumatism, and the sim- 
plest of all, produces a rounded bulging of the an- 
terior part of the cartilage, or a straight line, ver- 
tically descending to the floor of the vestibule and 
extreme anterior nares. In the latter case the 
curve which always exists is scarcely apparent, be- 
ing below the soft tissue of the floor of the nose 
and to the corresponding side of the anterior nasal 
spine. In these three forms of deflection there is 
scarcely any thickening along the sides of the sep- 
tum, such thickening occurring only over the an- 
terior nasal spine. When it exists in this region, 
it probably results of detachment of the septum, and 
resulting hyperplasia from the traumatism. 

While the above three are the main varieties of 
septal deviation due to traumatism, it is very prob- 
able that traumatism at birth or in early childhood 
would so distort the cartilage as to result in a 
faulty growth of the bony septum directly depend- 
ent on the traumatism and unassociated with any 
congenital malformation or previous disease. 

We have seen then that we may have septal de- 
formity due to any one or all of several etiological 
factors. 

We now come to the anatomical consideration of 
the various forms of septal deformities. I have 
previously mentioned the most important and fre- 
quent forms, and I shall give only a brief review of 
the different varieties. The usual classification 
strictly as to form is as follows: 

1. Single bow with and without thickening. 
2. Double bow with and without thickening. 
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3. Single ridge with and without thickening. 

4. Double ridge with and without thickening. 

5. Single ridge with thickening in which the con- 
cavity is so deep that if any attempt is made to cut 
away thickening on the side of the convexity one 
is likely to get a perforation. 

Freer describes deviations as follows: The ma- 
jority are double-angled of the type which presents 
a distinct vertical angle in the cartilage, extending 
in rare cases up into the perpendicular plate, and a 
horizontal angle beginning commonly in the cartil- 
age and extending backward and _ upward, 
usually along the superior border of the 
vomer, in the form of a wedge, the cristo nasalis 
inferior and vyomer curving outwards above the 
nasal floor to form its lower plane. On the con- 
cave side in double-angled deflections, is seen a 
trough with V-shaped bottom ascending upwards 
and backwards, corresponding to the horizontal 
angle on the convex side, while the vertical angle, 
which usually juts out strongly on the side of the 
convexity, is generally merely indicated by a gentle 
depression. In another type of angular deviation, 
which may be called the crest-like deflection, the 
vertical angle is absent, there being merely a hori- 
zontal angle like the one just described. It is this 
variety of deviation which is so often sawed off as 
a ledge, crest, ecchondrosis or exostosis, under the 
impression that the septum is plane or nearly so on 
the other side, for the concavity may not be seen 
because hidden deeply in the nares, but more often 
it is simply not looked for. 

Solid crests or ledges resting upon a perfectly 
plane septum or even upon the summit of a deviation 
are much rarer than evenly hollowed-out deflections, 
the acute angle of whose apex simulates a solid 
prominence. Oftentimes under the impression that 
the solid ledge is the main factor requiring in- 
strumentation, these ledges are sawed off, leaving 
the main mass of the deviation to continue to ob- 
struct the nares or, if the saw penetrate too deeply, 
a perforation results, 

The posterior part of the horizontal angle may 
te visible by posterior rhinoscopy and is seen to ex- 
tend near or even up to the posterior border of the 
vomer. The posterior border of the vomer, how- 
ever, is very rarely involved in a deflection. 

There are also bowed or C-shaped deflections in 
both vertical and horizontal planes. They may be 
extreme, beginning far in front, and often looking 
like a red tumor, projecting into the nostril. The 
anterior free border of the cartilage projects into 


the nostril of the concavity and posteriorly the de- 
flection may extend into the bony septum gradually 
forming a typical horizontal angle. 

In addition there are deformities of such an ir- 
regular character that it is impossible to properly 
classify them. Sigmoid deviations of varying de- 
gree occur. Dislocation of the anterior inferior free 
border of the triangular, so-called columnar cartil- 
age, from its position above the septum cutaneum 
occurs quite frequently. 

In these deformities the anterior angle of the 
triangular cartilage is displaced from its normal 
position between the median plates of the alar 
cartilages and the inferior angle from its attach- 
ment to the superior maxillary spine, so that the 
dislocated anterior inferior free border of cartilage 
is seen as a projecting ridge under the skin in the 
nostril of the concavity beside the septum cutaneum. 

Thus traumatism may result in an acute angled 
deflection due to fracture of the cartilage or may 
result in a gently curved deflection. The cartilage 
probably is not ever fractured completely. There 
may be a greenstick fracture, in which case the 
fibers of the cartilage are continuous on the side of 
the concavity while broken on the side of the con- 
vexity. The natural resiliency of the cartilage 
often causes it to spring back into place to some 
extent. 

SYMPTOMS. 

The objective symptoms, with one exception, 
have been described namely, the deforming influence 
of deflections of the septum upon the development 
of the face, mouth, nostrils and muscles whose 
proper development and balance have so much to 
do with the facial expression. 

The subjective symptoms are those due to partial 
or complete obstruction to nasal respiration, with 
the attendant mouth breathing, and those due to 
pressure with the attendant reflex irritation within 
and without the nose. When obstruction is pres- 
ent there is absence or diminution of the sense of 
smell; redness and swelling of the tip of the nose; 
and mucus collects in the nose and cannot be blown 
out because of deficient blast of air. Bacteria gain 
access to the collected mucus causing fermentation 
and odor, as well as excoriation of the skin by the 
irritating discharge. There also develops mouth 
breathing, with its attendant symptoms. Mouth 
breathing is more apt to be present at night due 
to the recumbent position, and it causes the usual 
symptoms, namely, dry, parched mouth, tongue and 
lips, snoring at night, restless sleep, frequent cough, 
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thick, coated tongue, bad taste in the mouth, im- 
pairment of taste, frequent attacks of sore throat, 
laryngitis, bronchitis, hacking cough and frequent 
attacks of coryza. The voice is hoarse and has a 
nasal twang. Mucus collects in the pharynx and 
larynx and becomes dry and tenacious, being robbed 
of its moisture; and prolonged efforts at coughing 
frequently result in gagging and vomiting before 
the mucus can be dislodged. In children the shape 
of the face is altered. It becomes long and narrow, 
the palate arched, and the permanent teeth come in 
irregularly and there forms the V-shaped alveolar 
process. Tossing at night prevents rest, needed for 
the growth and development of the child and ’there- 
fore he becomes undersized and seldom robust. 

Ear complications: Impaired hearing, earache, 
tinnitus; accompanying an acute or chronic otitis 
media. 

Eye complications: The ganglionic and ciliary 
branches of the nasal nerve, itself a branch of the 
ophthalmic nerve, uniting with the ophthalmic gang- 
lion of the sympathetic and supplying the ciliary 
body, may induce a series of symptoms in the eye 
that could’ simulate or complicate eyestrain, but 
would require the removal of the nasal cause be- 
fore relief could be expected. Besides this there 
may be obstruction of the nasal duct, lacrimation, 
dacryocystitis, conjunctivitis, keratitis and glau- 
coma. 

Pressure upon the nasal nerve produces pain in 
the area supplied by the infratrochlear nerve. 

Reflexes: Nerve reflexes through Meckel’s 
ganglion causing a variety of symptoms—sneezing, 
hay fever, asthma, stammering, stuttering, chorea, 
epilepsy and nocturnal incontinence of urine—may 
all be traced to the same source. Likewise apros- 
exia, mental depression, disinclination for work, 
loss of energy, dulness and stupidity. In adults 
with odor and discharge melancholia may develop. 

DIAGNOSIS. 

While the diagnosis of some form of septal de- 
formity may often be made on the basis of the 
symptoms present and the external appearances, the 
proper diagnosis can be made only by inspection of 
the nasal cavity. 

TREATMENT. 

The question of nasal obstruction becomes one 
of serious import when we consider the handicap 
that mouth breathing places upon an individual. 
After examining many thousands of North Amer- 
ican Indians who were living in tents exposed to 
great changes of temperature and often enduring 
much privation and want, Catlin found that these 


people without exception breathed through their 
noses. There were no children with snuffles or 
“cold in the head.” He found by continued ob- 
servation, that mouth-breathers could not survive 
these surroundings. With these observations in 
mind Catlin observed: “If I were to endeavor to 
bequeath to posterity the most important motto — 
which human knowledge can convey, it should be in 
these words, shut your mouth.” 

We have all been impressed with the great value 
to general health of the function of nasal respira- 
tion. The external air is rarely fitted to come in 
contact with the tissue lining the lungs, without 
undergoing certain modifications. These modifica- 
tions take place to a large extent in the nasal cav- 
ities, where the air is changed in regard to tempera- 
ture and moisture, and is freed of dust and other 
foreign substances that are suspended in it by the 
vibrissae. Another function of the nose and one 
of great importance is the sense of smell, for we all 
know the important relation which this sense bears 
to the appetite, flow of saliva and aid to digestion. 
Localization is influenced by it to an extent which 
needs no comment. One other point which I be- 
lieve deserves special notice is the fact that the nose 
assume the role of an indispensable sewer, being the 
means of carrying off the secretions from the ac- 
cessory sinuses. Mechanical obstruction to free 
drainage must be attended by serious results. 

The object of treatment, then, is complete and 
permanent relief of all symptoms of nasal obstric- 
tion, direct or indirect, with the least injury pos- 
sible to the nasal structures. The wholesale de- 
struction of nasal tissue cannot be too strongly con- 
demned. We wish not only to restore perfect nasal 
respiration but also to preserve all of the physiolog- 
ical functions of the nose. How may we best ac- 
complish this very desirable end? There is an ideal 
operation which has taken its well-deserved place 
in the field of rhinologic surgery. 

Operations for the correction of septal deflec- 
tions by the so-called straightening method are as 
many and as varied as there are degrees of de- 
viation, and this in itself is ample proof of the in- 
adequacy of the procedures and their results. To 
the patient suffering from the ordinary obstructive 
symptoms attendant upon a deflected septum, the 
prospect of having to wear a splint from four to 
six weeks is by no means an alluring one, and as a 
consequence he may go on suffering rather than 
undergo the discomforts of any of the straightening 
operations which up to within a comparatively short 
time were the only methods offering any prospect of 
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relief. While these operations have been unsatis- 
factory to the patient formerly because of the 
splint, to the conscientious surgeon they are even 
more so, because of the uncertainty of the perma- 
nency of their results, for very many of the de- 
flections recurred to a greater or less degree after 
from one to three years, reproducing in proportion 
to the degree of recurrence the old obstructive 
symptoms and bringing down upon the head of the 
unfortunate operator the censure of the patient. 

Realizing the uncertainty of permanent beneficial 
results, every other expedient that gave promise of 
relief has been resorted to. In this direction all 
redundancies of the septum have been removed and 
portions of the turbinate ablated, which was con- 
sidered a justifiable sacrifice of important tissue. - 

All of these operations depended on the principle 
of fracture and forcible replacing and retention by 
splints of the fractured fragments. Numerous 
variations have been indulged in but the operation 
devised by Dr. Morris J. Asch of New York in 1890 
has been the accepted one. Dr. Beaman Douglass 
of New York, has modified the Asch operation so 
that it is much preferable, being simpler, more 
exact, less damaging and gives better results. 

In rhinologic literature the terms “window 
resection,” “septal resection’ and “submucous re- 
section” have become very familiar and they all 
refer to the same operation. While external de- 
formity is often very much improved and sometimes 
entirely corrected, this is not primarily the object of 
the operation. It is applicable to all cases of septal 
deformity of whatever form or degree, where the 
tissues are in a condition to admit of any plastic 
operation. Its value is best shown, I think, by the 
changing attitude of specialists toward the question 
of septal deformity. Pessimism was the fashion no 
longer than six years ago. Different surgeons ad- 
vocated almost as many different operations while 
all were obliged to admit many results only partially 
successful, with a percentage of total failures. In 
contrast to this the advent of submucous resection 
has changed pessimism to optimism. It is not 
too much to say that all of the other operations are 
obsolete. 

Resection of the septum has been practiced for 
more than fifty years. Hezden, in 1847, employed 
the principle in a rather crude form. In 1859 
Chassaignac, after pealing back the mucous mem- 
brane, removed enough cartilage to permit him to 
force the deflection over into the median line, and 
then held it in place by a wooden splint or wedge. 
Demarquay in the same year did the same thing but 


exposed the operative field by making a flap of the 
external nose. Linhart, in 1862, resected anterior 
deflections. As Czermak did not introduce the use 
of the head mirror until 1858, these early operators 
worked under great disadvantage. While they 
probably operated only upon anterior deflections, 
yet to them is due the éredit of sewing the seed that 
has now borne fruit. Literature contains no men- 
tion of this operation between 1862 and 1882. In 
1882 Hartman revived the operation. He pushed 
back the mucous membrane and removed enough 
cartilage and bone to allow of the septum being 
pushed into the median line and held there by means 
of thick elastic tubing. Ingals, in 1882, went a step 
further by removing a triangular piece of cartilage 
but he preserved only the mucous membrane of the 
concavity. 

In 1883 Petersen introduced a method more in 
accord with present ideas. He made a triangular 
flap of mucous membrane on the convex side, which 
after removal of cartilage, he replaced and sutured. 
The introduction of cocain into rhinology by Jehuck, 
in 1884, was of great advantage to this method of 
operating, as it made it possible for the operator to 
do a more painstaking resection, without subjecting 
the patient to the dangers of a long narcosis. The 
more recent introduction of adrenalin, providing a 
practically bloodless field for, operating, has also 
done much to make the resection method feasible. 

Trendelenburg, in 1886, after detaching mucous 
membrane from the sides removed the deflected 
cartilage with scissors and chisel. Roux and Hey- 
men in the same year did about the same thing. 
Juracz, in 1891, cut through and elevated the 
mucous membrane, removed the deflection with 
knife, scissors and chisel and then sutured the 
mucous membrane. Other contributions to the 
literature were made by Botey, Roberts, Malherbe 
and de Blois. 

Kreig, in 1898, advised making two incisions, 
one parallel to the floor and the other parallel to the 
bridge of the nose, these to go through mucous 
membrane only. The delta flap was pushed back 
until the entire curved part of the septum was ex- 
posed. Then the incision was extended through 
the cartilage itself, with care not to wound the 
mucous membrane of the concavity. The cartilage 
was then broken off piecemeal by means of forceps. 
This method included the bony septum. Kreig did 
the convexity. 
not attempt to preserve the mucous membrane of 

Bonninghaus shortly after advocated Kreig’s 
method. From these two workers the window re- 
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section received a great impetus. In fact, it has 
been labeled quite frequently the Kreig-Bonning- 
haus operation. 

In 1899 Killian recommended resection. In his 
method at that time he preserved the mucous mem- 
brane of the convexity by suturing the original lines 
of incision. Killian has contributed recently to the 
literature and he now does not employ any sutures 
except in case of perforation. 

Freer of Chicago, in 1902 and, 1903, as well as 
recently, described his operation at length. .To him 
more than to any American is due our thanks for 
bringing this operation before the profession and 
perfecting its technic. Ballenger has also con- 
tributed to good purpose and his swivel knife has 
simplified the operation as far as the cartilage is 
concerned. Other contributors are Stubbs, Menzel, 
’ Miller, Hajek, Weil, Zarniko, White and Hansell. 

As the history of the operation would indicate, 
the methods have been many and varied, but we 
need concern ourselves only with its perfected form. 
To foreign operators is due the credit for originating 
the operation and bringing it to a nearly perfect 
form. To American surgeons, however, is due 
the credit for perfecting the technic to a great 
The individual skill and originality of the operator 
extent. 

A considerable variety of proceedings and a 
confusing number of instruments have been devised 
for this operation, each operator of experience pre- 
ferring those with which he is most familiar and 
which in his hands have given the most gratifying 
results. I shall not go into details as to technic, 
neither shall I describe the various instruments. I 
shall merely give a brief outline of the operation. 
is the main factor in success in this operation. 

The procedure is to be conducted according to the 
rules of asepsis as laid down by the general surgeon. 
The same principles and methods as used in the up- 
to-date operating room are employed. Any diseased 
condition of the nasal cavities which would cause 
infection is corrected previous to operating. Hyper- 
trophies of the turbinates need the proper attention, 
for their reduction is essential in many cases. The 
patient may be operated on in the erect or in the 
recumbent position. The anesthesia is an import- 
thetic solution: A 20% cocain normal saline solu- 
ant feature. The writer uses the following anes- 
tion is freshly prepared. To this is added an equal 
volume of suprarenalin 1-1,000 solution, thus giving 
a 10% cocain and a 1-2,000 suprarenalin. This is 
rubbed into the septum on both sides liberally, fif- 
teen minutes being thus employed. The anesthesia 


is now perfect and the operation should be begun 
at once. I have never known this method to fail 
to give a perfect anesthesia. 

Incision. The object of the incision through 
the muco-perichondrium is to permit its elevation om 
both sides of the septum and for the excision and 
removal of the cartilaginous and bony deflections or 
deformities of the septum. All this may be done 
without the loss of mucous membrane, hence healing 
should be very speedy. The incision chosen, there- 
fore, should be one that facilitates the elevation of 
the muco-perichondrium and the removal of the 
framework of the septum with the least consump- 
tion of time, the least traumatism of the tissue, and 
the least shock to the patient. I vary my incision 
to conform to the particular deformity I have to 
deal with. It is entirely a matter of mechanical 
initiative, and the individual operator will vary his 
incision to meet his special needs. 

The next step is to elevate the muco-perichon- 
drium from the cartilage as extensively as is de- 
sired, that is over the entire area of cartilage and 
bone which the operator intends to resect. 

Then an incision is made through the cartilage at 
the anterior limit of the resection without, how- 
ever, cutting through the muco-perichondrium of 
the concavity. After making this incision, the 
muco-perichondrium and periosteum on the side of 
the concavity is elevated through the incision in the 
cartilage. When this is completed to the desired 
extent we then remove the area to be resected. The 
cartilage is first cut out by using Ballenger’s swivel 
knife. Then if bone is to be resected, it is cut away 
by means of special bone eutting forceps. 

The muco-perichondrium on each side is now 
brought into contact by means of a blunt pointed 
applicator. It should be perfectly straight and in 
the median line. 

The two sides are now packed lightly with a strip 
of gauze. The gauze may be impregnated with any 
antiseptic desired, as long as it remains dry. A 
Bernay Nasal Splint covered with rubber tissue 
may also be used. The dressing is removed at the 
end of 24 or 48 hours when healing by first intention 
will have taken place. The question of a second 
dressing depends on how little damage has been 
done to the tissues. The most experienced oper- 
ators rarely introduce a second dressing. 

The cartilage and bone regenerate to a great ex- 
tent but they do so in a perfectly straight line. 
There is no danger of the nose caving in as has 
been claimed by some observers. During the past 
five years, since the writer has been doing the oper- 
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ation of submucous resection of the septum, ob- 
servations have been made to determine the after 
results of the operative work on the septum. The 
ages of the patients have ranged from five and a 
half years to middle adult life. The patient of five 
and a half years was operated upon three years ago 
and has been under constant observation. The sep- 
tum has developed with the natural growth of the 
child and has remained straight. There has been a 
reformation of cartilage but in a perfectly straight 
line. This case illustrates the writer’s observations 
on a large number of cases, Notwithstanding the 
foregoing excellent result the operation is avoided in 
the very young. 
119 Hatsey STREET, 


THE SURGERY OF THE THYROID GLAND.* 
J. E. Jenninos, M.D., 


Instructor in Surgery, Long Island College Hospital; As- 
sistant Surgeon Brooklyn Hospital. 
BROOKLYN, NEW YORK. 


The varieties of goiter that properly come under 
the surgeon’s care deserve to be as clearly different- 
iated as possible, so that time and the period of 
possible success may not be lost on the one hand, 
nor unnecessary surgery done on the other. It is 
as plainly undesirable to palliate beyond the hope 
of cure, as it is to subject innocent or incurable 
conditions to the knife. 

Goiter does not occur as frequently in this coun- 
try as it does in some parts of Europe, and yet it is 
by no means uncommon, and it is probable that 
some forms of the disease are as frequent here as 
abroad. 

For purposes of discussion along clinical lines a 
simple classification is needed, and the following of 
Muller, in use in the surgical laboratory of the 
University of Pennsylvania will serve our needs. 

First: Benign goiter—divided into simple col- 
loid goiter, adenoma and cysts. 

Second: Malignant goiter—carcinoma and sar- 
coma, 

Third: Exophthalmic goiter. 

Now simple colloid goiter, which is the form that 
is relatively more frequent among the Alps, the 
form that occurs endemically, is found among our 
mountains, too. Bloodgood states that the cases 
that have come to the Johns Hopkins Hospital have 
been in jiarge part from the mountain districts of 
Maryland, West Virginia and Pennsylvania. 

It regularly begins before thirty, more often at 


* Read before the Kings County Medical Society, April, 1909. 


puberty: much more frequently in women than in 
men. It may follow pregnancy. It forms a dif- 
fuse symmetrical enlargement of the entire gland, 
although one lobe, usually the right, may be slightly 
larger than the other. Fibrous or calcareous 
changes may take place in it, or small cysts may 
form. The view of Wilson is interesting: “That 
simple goiters should be regarded as multiple re- 
tention cysts filled with non-absorbable secretion, 
cell detritus, etc.. And that the so-called colloid in 
any thyroid gland is not probably, strictly speaking, 
a normal product, but the complement of the ab- 
sorbed portion.” 

At the beginning some nervous symptoms with 
tachycardia and tremor, but without exophthalmos, 
may occur. It may be said perhaps that these 
cases should be classed as a mild and abortive form 
of Graves’ disease; but they differ in the fact that 
the general symptoms are very slight and the gland 
is enlarged out of all proportion to them. The syn- 
drome of hyperthyroidism may occur in any form of 
goiter, in adenoma, in cysts, in malignant disease, 
but in these conditions it is to be distinguished from 
the entity that is known by the name of Graves’ 
disease. 

Medical treatment is to be used in all early cases 
and is frequently successful. Rapid growth, pres- 
sure symptoms, or the presence of the various de- 
generations are indications for surgery if annoyance 
is caused by them. There seems to be no danger of 
malignant change, however, and in this respect the 
condition is to be distinguished from the nodular 
enlargement of the adenomata. 

The early presence of mild symptoms of hyperthy- 
roidism is not an indication for operation. These 
cases will almost always get over the slight toxicosis 
quickly with medical treatment alone. This type is - 
not uncommon in this city, particularly among 
young Italian women. Some of them are operated 
upon. The ones that I have followed have re- 
covered in the course of six months to a year with 
the use of iodine alone. 

The adenomatous goiters are localized nodular 
proliferations of the new acini and tubules or local- 
ized hypertrophies indistinguishable from adenoma. 
They are variously classified. In the University of 
Pennsylvania classification, they are divided into 
fetal adenomata, colloid adenomata and papilliform 
cyst-adenomata. 

The clinical characteristic is a firm, more or less 
nodular, asymetrical tumor situated in one portion 
of the gland. 

Pressure symptoms or moderate hyperthyroidism 
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may be present. The mass maysuddenly increase in 
size from hemorrhage in its substance, with the 
subsequent development of a cyst. If malignant 
disease develops the gland increases in size, be- 
comes more nodular and hard, breaks through the 
capsule and becomes adherent, and gives deep pres- 
sure symptoms out of proportion to its size. In 
this group of cases the larger number arises after 
thirty and even when no symptoms of hyperthyroid- 
ism or of pressure-distress are to be noted. The 
treatment is that of a new growth and the possibil- 
ity of malignant change later; and the fact that this 
cannot be now recognized clinically early enough to 
make surgical interference of any value, justifies the 
position that “every asymetrical enlargement of the 
thyroid gland should be subjected to immediate 
operative removal.” 

A discussion of the pressure symptoms and of the 
mechanism of their production is capable of a great 
deal of elaboration if one goes into detail, but that 
does not seem desirable here. It will be enough to 
say that the increase in size of one part of the gland 
subjects the structures in its neighborhood to dis- 
placement with traction or tension or pressure. 

The severity of the pressure symptoms is not al- 
ways in proportion to the size of the tumor. Ap- 
parently if the growth is slow and gradual the an- 
terior muscles and fascia are stretched and the 
mass dislocates itself forward, avoiding for the 
most part pressure on the deeper parts. On the 
other hand, if the tumor grows rapidly and is as- 
sociated with an inflammatory condition in the cap- 
sule which fixes it, pressure disturbance will arise 
early. 

The forms in which the goiter grows into the 
thorax or around the trachea are the most difficult 
to deal with. 

Pressure symptoms are dyspnea, due to a dis- 
placement of the trachea to one side—the sound 
one—to rotation of the trachea on its axis, and more 
rarely to pressure from before backward. The 
dyspnea may be constant or paroxysmal. It is in- 
creased by exertion, accompanied by harsh tracheal 
cough and in the most pronounced cases by stridor. 

Pressure on the bloodvessels causing venous en- 
gorgement of the head and neck and even of the 
arms belongs to the intrathoracic variety. In very 
large and old cases the heart may be affected. 

Rarely the recurrent laryngeal or the sympathetic 
on one side may be affected. Dysphagia is also 
rare. Bloody expectoration, Bloodgood considers 
not uncommon in simple colloid goiter, but he has 
not seen it in adenoma or cysts. It is generally 


looked wpon as more characteristic of malignant 
disease. 

Pain, according to Kocher, is never found in be- 
nign goiter except in the cases where inflammation 
or intrathyroid hemorrhage supervened. 

The relative frequency of the occurrence of the 
various forms in this part of the world may be seen 
by the figures of Bloodgood and Muller at Balti- 
more and Philadelphia. Bloodgood found, out of 
139 cases of goiter: simple 9.4; cysts and adenoma, 
52; carcinoma, 9; sarcoma, I, and exophthalmic 
goiter, 37 times. 

Muller in Philadelphia, out of 39 tumors of the 
thyroid gland, classifies 14 as simple colloid goiters ; 
10 as adenomatous goiters, and 5 as exophthalmic 
goiters; 6 carcinomata, 3 sarcomata and I cyst. 

When these adenomatous glands cause symptoms 
of hyperthyroidism they are still closely allied in 
their behaviour ; giving a picture that differs to some 
extent from the classical picture of Graves’ disease. 
But this will be better discussed later. 

Basedow’s disease has been much discussed, much 
investigated and much theorized about, but our 
knowledge is still very incomplete. Without going 
into the various theories that have been or are still 
held to account for its origin, the hypothesis of 
Mobius, first advanced in 1886, is now very gener- 
ally accepted, that the symptoms are due to the 
over-production and absorption of the thyroid secre- 
tion. Whatever the pathological stimulus to the 
gland may be, the symptoms are due to hyperthy- 
roidism, but the disease has a more or less charac- 
teristic clinical course. Hyperthyroidism may oc- 
cur in simple colloid goiter (in a mild form) ; it 
may occur in malignant goiter, it may occur in 
adenoma. It seems worth while trying to dis- 
tinguish these forms of intoxication from Graves’ 
disease. 

In a recent study of 54 cases of hyperthyroidism 
from C. H. Mayo’s clinic, Wilson, grouping his 
cases pathologically and clinically, was able to find 
close correspondence between the two groupings; 
so close that from the pathological appearance of 
the portions of gland removed, he was able to 
describe the clinical status of the case in 80 per cent. 
of the cases. 

So far as I am able to judge by his paper his 
correspondence is absolute in this particular, that 
all of the cases showing histologically an increased 
number of alveoli, resembling adenomas in type. 
are mild, continuous cases of from 1 to 13 years’ 
duration. He says of this group: “All of them 
are of moderate severity, and were operated upon 
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as much on account of pressure symptoms, as be- 
cause of hyperthyroidism, although the latter was 
sufficiently pronounced to render the diagnosis un- 
mistakable.” There were 51 cases in this class. 

The rest of the cases on the other hand, the true 
Graves’ disease cases, show, he says, essentially an 
intraalveolar form of parenchymal increase. These 
two series he subclassifies into four groups each. 
He says: “Each series starts with a group with 
but a small amount of parenchyma and secretion in- 
crease, proceeds to a group with a large amount of 
parenchyma and secretion increase and thence to a 
group like the preceding with but beginning de- 
generation, and terminates with a group character- 
ized by more or less complete degeneration.” 

His clinical grouping is as follows: 

Grade I. Acute cases of (a) mild; (b) moderate ; 
(c) severe; (d) very severe degree. 

Grade II. Cases which had been severe, but at 
the time of examination showing remission of symp- 
toms, 

Grade III. Cases of previous severe hyperthy- 
roidism, but with symptoms now chiefly of severe 
vital-organ-lesion type, rather than hyperthyroid- 
ism. Thirty-four cases. 

Grade IV. Mild continuous cases, slowly develop- 
ing. 

The largest number of cases were classified in 
Grade I. In the second, third and fourth degree of 
severity, 117; and in group II, 54. And as first said, 
all of his adenomatous cases fall into Grade IV. 

Surgically at all events, this group of cases, it 
seems to me, falls more properly with the adeno- 
mata, whether one cares to class them so pathologic- 
ally or not. For we no more know why some ade- 
nomata should give symptoms of thyro-toxicosis 
than we do of the origin of Graves’ disease itself. 
They may be treated as adenomata and on that in- 
dication removed, giving the hyperthyroidism the 
preliminary treatment that it deserves. One would 
remove such a gland if no intoxication were pres- 
ent, and the result in this group of cases as to re- 
lief of the toxicosis is particularly good. But I 
submit that it is better distinguished from Graves’ 
disease. 

SURGICAL ASPECT. 

The surgical aspect of Graves’ disease presents 
the following points for study: 

1. What is the natural history of the disease with- 

out interference? 

2. How may its course be influenced by medical 
measures ? 


3. To what extent may its course be modified by 
operation ? 

4. What are the dangers of operation? 

5. How may cases suitable for surgical inter- 
ference be selected? 


The cardinal symptoms of tachycardia and pal- 
pitation, tremor, exophthalmos and more or less en- 
largement of the thyroid, with psychic disturbance, 
nervousness, etc., may begin acutely or gradually. 
In the more acute cases the symptoms rapidly get 
worse and death may early supervene; or the course 
may be more chronic, slowly getting worse without 
remission. 

“In a large proportion of cases,” says Thomson, 
“sooner or later an acute febrile toxemia develops, 
in which, in addition to the cardiac symptoms of 
goiter, tremor, tachycardia and exophthalmos, the 
following symptoms appear: fever (103°-4°) acute 
dilatation of the heart with murmurs, a gaseous 
pulse, dyspnea, precordial or abdominal pains, gas- 
tro-intestinal disorders, edema of the legs, sweating 
and sometimes erythema.” This is the first stage of 
Mayo and Wilson’s grouping. In this stage the 
patient may die, or without going on so far as 
described by Thomson may begin to improve and 
slowly get well or may enter upon a course of 
remissions and exacerbations. In this stage, the 
second of Mayo and Wilson, Thomson again says: 
“Few if any of the modern text-book descriptions 
give an adequate clinical picture of the acute exac- 
erbations of Graves’ disease, and important symp- 
toms, such as the eruption and edema, sweating, 
acute cardiac dilatation, and especially fever, are 
often overlooked.” These exacerbations are often 
precipitated by an intercurrent tonsillitis, influenza, 
bronchitis or gastro-intestinal disturbance. 

Some of these cases gradually improve under 
suitable surroundings and get well. In others the 
signs of hyperthyroidism abate, but the damage to 
the heart and kidneys has been done, the patient 
slowly emaciates, albuminuria and dropsy with 
diarrhea set in, or an intercurrent disease is ter- 
minal—the third stage of Mayo and Wilson. 

Kocher lays stress upon the blood changes which 
he considers characteristic of the disease and which 
he says may be of help in making the diagnosis in 
cases where all the symptoms are not clear. “The 
number of the different varieties of normal leu- 
cocytes undergoes alteration and the number of leu- 
cocytes as a whole is slightly diminished. The 
neutrophile leucocytes which are most numerous in 
normal blood are diminished sometimes to half their 


3) 
toy 


Vor. XXV. No. 4. 


JenNninGs—Tuyrow GLAND. 


JouRNAL OF SURGERY. I 
AMERICAN 33 


normal number, so that they may be less numerous 
than the lymphocytes. The latter are increased 
sometimes to twice the normal number, and if there 


“is no absolute increase there is always a relative 


augmentation. The eosinophile leucocytes are us- 
ually also diminished, but may be slightly increased, 


‘particularly in cases that are not uncomplicated. 


The number of the red blood cells is almost always 
normal, as is also the percentage of hemoglobin. 
The viscosity of the blood is usually lowered so that 
it coagulates more slowly.” Kocher explains by this 
diminution of the neutrophiles the post-operative 
toxemia in cases of this disease, which he thinks 
takes place in operations upon other parts of the 
body as well as in the thyroid gland. 

These blood findings have been confirmed by 
Gordon and by Caro. In Caro’s cases (14) the 
lowest polynuclear count was 50%, and the highest 
lymphocyte count 50%, and after giving some of 
these patients thyroid extract, the lymphocytes in- 
creased and the neutrophiles diminished. 

Probably 20% to 25% of the cases get well. 
Possibly one-half the cases, if they are able to be 
properly treated, reach a fairly comfortable con- 
dition of improvement. The duration of the re- 
covering cases is from two to three years (Dana). 

The duration of the disease in Thomson’s 80 
cases was from 5 weeks to 25 years ; more than one- 
fourth had symptoms two to four years. His mor- 
tality was 10%. He does not record the number of 
recoveries. Out of 40 cases treated medically by 
Murray, 7 died, 2 remained stationary, 9 only prac- 
tically recovered, and the rest passing into the 
third stage. 

McWilliams in a paper just published, quotes 
Rogers on the result of the Rogers and Beebe serum 
as follows: “About 300 patients treated: 20% 
cured, 60% improved, 10% unimproved and 10% 
died.” To quote Thomson once more: “It ap- 
pears that the serum treatment is the more success- 
ful in the worst tvne of cases, that is, those in which 
the system is suddenly overwhelmed with an acute 
toxemia. I have never before seen patients re- 
cover who had reached the degree of toxemia out- 
lined in the report of the two cases above cited. In 
the milder chronic disease, the serum as thus far 
prepared appears to have a variable effect. In cer- 
tain cases of Graves’ disease of chronic type, with 
the milder manifestations of slight tachycardia, 
dyspnea on exertion and restlessness, with a mod- 
erate goiter and perhaps exophthalmos, these sera 
have not so far produced in my hands convincing 


results. In several cases marked temporary reac- 
tions, like the reactions of tuberculin soon followed 
their use, but the ultimate effect on the patient has 
been no greater than one sees after rest in bed and 
and the use of the usual therapeutic measures.” It 
is greatly to be desired that the hopes based upon 
this line of treatment may prove well grounded. It 
appears as yet too early to speak conclusively on its 
results. 

The x-ray seems to act as a palliative when used 
in conjunction with rest and therapeutic measures. 
Radiotherapeutists report too few of their cases 


with convincing detail but there seems no doubt that 


good can be accomplished by this method if properly 
used. Holland reports two cases of myxedema re- 
sulting and suggests the use of the ray on one 
side at a time. 

In general then, so far as we are able to judge up 
to this time, medical measures are able to secure 
somewhere between 25 and 50% of cures, and about 
10% mortality, the remainder becoming chronic in- 
valids or succumbing to other disease. Inasmuch 
as these figures are drawn from hospital practice it 
may be claimed that they are too high. Thomson’s 
cases, however, are mixed, hospital and clinical and 
private cases. 

Out of 1,500 cases that I have collected from the 
literature subjected to operation, 4.4% died as the 
result of operation. Mayo reports 200 cases done 
in 1905, six in 1907—122 males, 78 females, with 
ten deaths. Letters sent to 190 brought answers 
from 167—116 cures, 32 improved, 10 slightly im- 
proved and g not improved—7o0% of cures accord- 
ing to his figures. These cases, as far as I know, 
have not been reported in detail and hence are not 
susceptible to criticism as to the nature of the cure, 
which is greatly to be regretted. The immediate 
mortality is considerably lower than that of pallia- 
tive measures and there seems no good reason to 
doubt that in certain cases the operation skilfully 
Cone is a safe means of prolonging life. 

The collection of 514 cases of McWilliams shows 
72% of cures, 16% greatly improved, 11% slightly 
improved, and 3% unimproved. 

In the cases that get well after operation the sub- 
jective symptoms and the tachycardia very rapidly 
improve, often in a day or two, then the tremor and 
last the exophthalmos, which in long standing cases 
may be permanent due to a deposit of fat behind the 
eyeball. 

The cases in which an operation is not indicated 
are: 
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First, those in the beginning of an attack; here 
rest, medical treatment and the serum should be 
used. Osler suggests three months’ treatment be- 
fore thinking of surgery. 

Second, the very late cases with degenerated 
heart muscle. 

Third, late cases that show no improvement on 
v-ray treatment. 

Fourth, cases that show signs of status lymphati- 
cus. 

It is possible that the blood examination may 
help us in making a selection of the cases that are 
improving. Kocher says he has found it useful. 

_ The preliminary treatment is important and should 
be carefully followed up and as favorable a moment 
as possible selected for operation. 

In considering the advisability of operation this 
may appear to be indicated especially in those cases 
that, although improving slowly under favorable 
conditions, are so situated that the long continuance 
of such conditions is impossible. 

It is not necessary to speak at length here of the 
operative treatment. In some cases the ligature of 
one or both inferior thyroid vessels may be enough 
to effect a cure. _ In either case it is advisable to do 
this as a preliminary to the partial thyroidectomy 
that is to follow. 

When thyroidectomy is done it is important that 
enough gland be excised but not too much. The 
usual rule is one lobe. The accident of removing 
or injuring the parathyroid, or injuring the recur- 
rent laryngeal nerve may be avoided by working 
within the capsule of the gland. Kocher uses local, 
Mayo general anesthesia. The operation is shorter 
and the mental distress less with ether, but of course 
the shock of the anesthetic has to be reckoned with. 

In the cases that I have done, I have used ether, 
although I have seen cocain used in several. In 
one patient I remember Dr. Fowler operated twice, 
using cocain the first time and ether the second. The 
general anesthetic was much more satisfactory. 
Crile makes a good deal of the mental distress of a 
local anesthetic and thinks that this is one of the 
chief dangers in operating that way. Personally, 
I feel that he is right, and that an ether narcosis 
carefully administered is on the whole safer than 
cocain, 

To sum up, it seems fair to say that: 

1, There is a group of certain cases of Graves’ 
disease in which operation is not indicated and in 
which medical measures alone produce a lasting 
cure. 

2. There is a larger group of cases, in which after 


medical measures have shown their insufficiency, 
operative treatment, before it is too late, gives a 
good chance of cure. 

3. In another group operation ameliorates symp- 
toms and probably prolongs life but does not cure. 

4. In the latest cases operation is futile and un- 
wise. 

164 HALsEy STREET. 


LOCAL ANESTHESIA. 
By ArtHur E. Herrzcer, M.D., 
KANSAS CITY, MO. 
(Continued from the March number.) 


3. FEMORAL HERNIAS. 

The neural anatomy of femoral hernia is such 
that nerve blocking cannot be employed. The in- 
filtration of the skin over the site of incision is made 
in the usual manner without regard to the nerve 
supply. The incision may be made in the vertical 
axis of the body or parallel with Poupart’s liga- 
ment. The anatomy of the soft parts is of more 
importance than the neural anatomy. When the 
skin has been incised the topography of the deeper 
parts should be determined. If superficial vessels 
come into view they should be caught and ligated. 
The outline of the sac relative to the saphenous 
opening, the saphenous vein and the femoral vein 
must be determined. Before dissection is begun 
the tissue about the sac may be edematized with 


quinine one-half per cent. of Schleich No. 2. This 


often facilitates dissection as well as alleviates what 
little pain might otherwise be caused. The sac and 
the fatty tissue about it is dissected out, preferably 
with forceps and knife, or with the gauze enveloped 
finger, if the operator feels timid in the use of the 
knife in this locality. If the base of the sac has been 
carefully infiltrated considerable traction may be 
made without pain, so that the ligation may be 
made so high that the stump will retract within 
the abdomen after it is severed. With the disposal 
of the sac the method of dealing with the opening 
may be determined upon. The operator may pro- 
ceed according to any desired method, since anes- 
thesia is such that any of the ordinary Gperations 
may be carried out. For the beginner Ochner’s 
method of simply cleaning the canal of fatty tissue 
and depending upon the formation of fibrous tissue 
to occlude it, may be employed. This will result 
in a cure. The experienced operator will prefer 
to do some of the suture methods, such as uniting 
Poupart’s ligament to the fascia and closing the 
saphenous opening. This, too, will cure the hernia 
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and no harm will result from the extra manipula- 
tion, for the experienced operator will have been 
careful to avoid injury to the femoral vein. The 
wound may be closed by uniting the superficial 
fascia separately with an additional layer for the 
skin or the two may be united with one layer of 
silkworm gut or silk. 
4. STRANGULATED FEMORAL HERNIA. 

A considerable proportion of cases of this type 
of hernia must be operated upon as an emergency 
operation. Occurring as it usually does, in females 
beyond middle life, local anesthesia is particularly 
desirable. The lire for incision should be located 


Fig. 1. 
over the entire extent of the tumor parallel with 
the long axis of the body and should be carefully 
infiltrated. If inflammatory reaction has rendered 
the field sensitive, subcutaneous infiltration may be 
done after the limits of the sac have been deter- 
mined as in the preceding operation. The sac is 
opened and the subsequent steps of the operation 
planned. If the intestine viable the opening may 
be enlarged by nicking Poupart’s ligament with- 
out anesthesia and the operation proceeded with as 
above described. If, however, the gut is necrotic 
or its viability is questionable, the loop should be 
retained in the wound by suture after the constric- 
tion ring has been freely liberated. If this is neces- 
sary it may be desirable to infiltrate a new area up- 
ward in order to extend the incision. It is well to 
provide an ample incision and if Poupart’s liga- 
ment is in the way it may be incised freely, since 
it is nothing more than a thickened line in the fascia 
and may be repaired at any time. In incising the 


ligament it should be remembered that the deep 
epigastric artery and vein cross the line of incision 
sometimes and their severance might mean tem- 
porary embarrassment to the operation. If the in- 
testine is viable it is returned and the wound closed 
as described above. If the gut is necrotic the ends 
should be retained in the wound and an artificial 
anus made, leaving the resection to a subsequent 
period. (See major operations.) 
5. HERNIAS. 

Even more than the femoral hernias the um- 
bilical hernias are affections of women beyond 
middle age. This condition is complicated usually 


Fig. 2. 

by a superabundance of abdominal fat. Cure for 
this affection by operation is now quite certain 
and since the dangers of strangulation are consider- 
able, the safety as well as the comfort of the patient 
lies on the side of radical cure. If there is a con- 
traindication to general anesthesia the operation may 
be done under local infiltration. If there is no con- 
traindication to general anesthesia the operator may 
weigh his convenience with that of the patient. 

This region being supplied with terminal nerves 
infiltration is the only method available. Mayo’s 
method is now quite generally used and it lends it- 
self quite readily to local anesthesia. An ellipse 
about the umbilicus is infiltrated in the usual man- 
ner (Fig. 1). Deep infiltration may be made be- 
fore the skin is incised or the skin may be incised 
and the pedicle of the sac partly isolated before the 
base is infiltrated (Fig. 2). The method will de- 
pend somewhat upon the character and size of the 
hernia. If it is small and the pedicle can be fairly 
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definitely located, the infiltration may be made be- 
fore the skin is incised, otherwise the other method 
had better be employed. The base of the pedicle is 
isolated and the fascia cleared of fat for some dis- 
tance about it preparatory to the overlapping which 
is to cure the hernia. The sac is then opened and 
removed from the circumference of the opening. If 
this step is painful the muscle about the opening 
may be infiltrated. It is the traction upon the tis- 
sue which causes pain quite as much as the cutting, 
and if pain is being caused the possibility of ex- 
cessive traction by a too enthusiastic assistant 
should be questioned. If the fascia has been closed 
before the removal of the sac nothing remains but 


the imbrication of the walls. This is done accord- 
ing to Mayo’s method (Fig. 3). The abdominal 
wall will not be found unduly sensitive to the punc- 
ture of the needle but traction is apt to be painful. 
The gentle touch rather than the infiltration is the 
important factor in this last step. The skin is 
closed by silkworm gut, making stitches which en- 
close within their grasp the entire thickness of the 
abdominal fat. The skin punctures must be made 
within the line of infiltration. The ends of the 
suture should perforate a small gauze pad and the 
knot be tied upon this. 
6. STRANGULATED UMBILICAL HERNIA, 

The operation for strangulated umbilical hernia 
is, as is well known, attended by a high mortality. 
The additional burdens of a general anesthetic 
should in these cases be avoided. If the strangula- 
tion is recent the above steps may be followed. If 
there is necrosis of intestine it should be released at 


the base and retained in the wound. If the patient 
is much reduced, and the intestine viable, a simple 
ra@lease of the constriction is all that should be at- 
tempted. The skin is infiltrated, the incision ex- 
tended to the base, the sac opened and the base in- — 
filtrated as above described. After the recovery of 
the patient the bowel, if it has been retained in the 
wound, may be resected and the wound dealt with 
in the usual manner, or if the bowel has been re- 
leased and returned the radical operation may fol- 
low. If these patients were dealt with as here ad- 
vised the mortality would be greatly lessened. 
(To be continued.) 


REPORT OF THE USE OF BISMUTH PASTE 
IN MASTOID SURGERY.* 


CHARLES JOHNSTONE IMPERATORI, M.D., 
NEW YORK. 


The following report is made of the use of bis- 
muth paste in ear cases, as suggested by Dr. J. C. 
Beck, of Chicago. The paste was used at sometime 
during the period of repair in wounds, resulting 
from simple mastoidectomy. The cases were taken 
from the service of Dr. S. J. Kopetsky, at the New 


York Red Cross Hospital and at the New York 
Throat, Nose and Lung Hospital, during the past 


year. The paste was employed in the following 
manner: 

A.—As a primary injection immediately after 
operation, 

B.—As a primary dressing on gauze. 

C.—As a late dressing on gauze. 

D.—As an injection into persistent post-auricular 
fistulae. 

E.—As a cleansing agent in infected wounds, 
either on gauze or as an injection. 

The cases are grouped according to this division 
of usage of the paste. 

A.—As a Primary Injection Immediately After 
Operation. 

We have not, as yet, enough experience to give a 
definite report on this employment of the paste. 
From what we have observed, there does not seem 
to be any gain in the shortening of the healing 
period. 

When this method is employed, Paste No. 2 should 
be used. ; 

B.—As a Primary Dressing on Gauze. 

The following cases will illustrate this use of the 

paste: 


* Read before the Eastern Medical Society of New York, Osto- 
ber 14, 1910. 


lig. 3. 
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(1) Mr. L., New York Red Cross Hospital. Simple 
mastoidectomy, March 20, 1910. Bismuth gauze used as 
dressing and its use continued. Healing much delayed and 
wound not closed until four months later. : 

(2) Mrs. H., New York Red Cross Hospital. Simple 
mastoidectomy. March 24, 1910. Bismuth gauze used as a 
primary dressing and continued. Persistent fistula leading 
to the antrum, four months after operation. | ; 

(3). Baby C., New York Red Cross Hospital. Simple 
mastoidectomy, March 18, 1910, with usual dressing after 
operation. * Five days later at the first dressing used 


* By the usual method of dressing the mastoid wound, it is meant 
that the wound is cleaned with peroxide of hydrogen, followed by 
alcohol; iodoform gauze is packed in the wound to just below the 
skin surface and plain gauze is then used; gauze compress and 
bismuth gauze and continued with it. Healing delayed 
until three months after operation. 


These cases show, not a shortened post-operative 
period, but decided delayed healing. 

It is true, the cases may have been of the type in 
which healing would have been delayed in any 
event, but since they parallel similar cases operated 
upon at the same time that healed in the usual four 
to six weeks, with the regular dressing, we feel jus- 
tified in concluding, that this usuage of the paste 
retards healing. 


C.—As a Late Dressing on Gauze. 


(1) Mr. S., N. Y. Throat, Nose and Lung Hospital. 
Simple mastoidectomy, July 28, 1910. Exposure of dura, 
and for four weeks, pulsation in this region continued. 
Usual method of dressing. When pulsation in region of the 
exposed dura ceased, the cavity was the size of a large 
hickory nut, and filled with pale flat granulations. Bis- 
muth gauze was used and the wound healed in one week. 

(2) Mr. W., N. Y. Throat, Nose and Lung Hospital. 
Simple mastoidectomy, May 6, 1910. May 8th, large ab- 
scess of the left side of neck, extending to the clavicle. In- 
cised and drained.. For the following two weeks the usual 
method of dressing was used. May 22nd, injected bis- 
muth paste into abscess cavity, through the lower end of 
the mastoid wound and packed mastoid excavation with 
bismuth gauze. Both abscess and the mastoid completely 
healed in three weeks. 

(3) Mr. M., New York Red Cross Hospital. Simple 
mastoidectomy, February 28, 1910. Non-healing of the 
mastoid wound until June. Curretted region of the an- 
trum and used bismuth gauze; healed in eight days. 

(4) Miss C., New York Red Cross Hospital. Simple 
mastoidectomy of both sides, November 15, 1910. The 
patient having contracted erysipelas was transferred to a 
general hospital, where she remained for three weeks. 
This occurred three days after the operation. In March, 
both wounds had healed and the patient was discharged. 
Returned to the hospital in July, with a fistula leading to 
the antrum and a large excavation over the site of the 
operation. Injected bismuth paste into the fistula and 
barn the excavation with bismuth gauze. Healed in eight 

ays. 

The above cases, after several weeks’ dressing in 


the usual way, evidenced granulations that were flat 
and pale, thus demonstrating that the productive 
reactive inflammation was insufficient and that the 
proliferation of new bloodvessels was tardy. 

With the use of the paste, as shown by these cases, 
healing was obtained in a much shorter period. 
D.-—As An Injection Into Post-Auricular Fistula. 

The following cases will serve to illustrate this 
use: 


(1) Baby J., three months after simple mastoidectomy, 
there was a fistula leading to the antrum. Injected bismuth 
paste; healed in four days. 

(2) Mr. B. Six weeks after simple mastoidectomy, 
there was a fistula leading to the antrum. Injected bis- 
muth paste; healing took place in four days. 

(3) Baby L., Six weeks after simple mastoidectomy, 
there was a fistula leading to the antrum. Injected bis- 
muth paste; healed in ten days. 

(4) Baby F. Two months after simple mastoidectomy, 
there was a fistula leading to the antrum. Injected bis- 
muth paste, healed in ten days. 

(5) Master C. Four weeks after simple mastoidectomy 
there was a fistula leading to the antrum. At this time the 
child contracted scarlet fever and was removed to the 
contagious disease hospital. Returned in five weeks, with 
the fistula still present. Injected bismuth paste; healed in 
seven days. 

(6). Baby R. Simple mastoidectomy, June 24, 1910. 
Usual dressing; healed July 8th. Returned July 22nd, with 
a fistula leading to the antrum. Injected bismuth paste; 
healed in seven days. 

With this type of case, we have been unusually 


successful in the use of the paste. The reason is 
that the chronic inflammatory changes needed just 
that amount of stimulation, exhibited by the bis- 
muth paste, to obliterate, by newer granulations, the 
fistula. It may be that the slight pressure exerted on 
the granulations and the separation of the surfaces 
by the paste have helped to hasten the obliteration 
of the fistulous tract. 

It might he noted that the cases described in 
group A, in which the paste was used as primary 
dressing and injected later, did not give the results 
obtained in group D. In the former the tissues 
would not react sufficiently to the stimulation of the 
paste, because of being accustomed to it. 

E.—As a Cleansing Agent, in Infected Wounds, 
Either on Gauze or as an Injection. 
The following is illustrative. 


Master G. N. Y. Throat, Nose and Lung Hospital. 
Simple mastoidectomy; wound closed by the periosteo-sub- 
cuticular method, with posterior drainage. Spiral tube 
and gauze was used as a drain. The cavity of 
the exenterated cells was packed with iodoform gauze. The 
wound edges became infected and it was necessary to re- 
move the stitches. Bismuth paste was used as an injec- 
tion and on gauze. Healed in two weeks. 


Again we find the stimulatory effect of the paste 
on the chronically inflamed tissues, thus demon- 
strating its chemotactic and disinfecting properties. 

INDICATION FOR THE USE OF THE PASTE. 

The indications for the use of bismuth paste are 
based on the observations gathered from the cases 
in this report and are as follows: 

(a) In slow healing cases: use paste No. 1 on 
gauze.* 

(b) In cases of continued discharge from the 
ear, with a fistulous tract leading to the antrum, 
use paste No. I as an injection. 


* Paste No. 1 consists of bismuth subnitrate 33 per cent., and 
yellow petrolatum 67 per cent. Paste No. 2 consists of bismuth 
subnitrate 30 per cent., a petroleum 60 per cent., white wax 
(melting point 120° F.) 5 per cent., paraffin 5 per cent. 
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(c) In infected cases use both injection and 
gauze. 

(d) Paste No. 2 may be used as a primary dress- 
ing, but further experimentation is necessary with 
its use, before definite conclusions may be arrived 
at regarding its indications. 

TECHNIC OF APPLICATION. 

(1) Paste No, 1 is injected, using an ordinary 
blunt pointed urethral syringe.* 

The tip of the syringe is placed in the sinus or 
fistulous tract and sufficient paste is injected until 
the middle ear is filled. This can be ascertained by 
inspection, 

If the drum has healed and is intact, there will 
be bulging or, if there is a perforation, the paste 
can be seen coming through, into the external audi- 
tory meatus. 

The paste is injected cold. 

(2) Gauze strips, impregnated with paste No. 1 
are packed into the wound, moderately loose.** In 
dressing the wound, the old gauze is removed, any 
excess of secretion wiped out and new gauze packed 
in. 

(3) Paste No. 2 is filled into the cavity of the 
mastoid wound with a sterile spatula or wooden 
tongue depressor. 

The action of the paste as has been shown by 
Beck is distinctly chemotactic. 

In itself, not being highly antiseptic, it may be 
that the production of the sulphide or the black 
oxide of bismuth is the active agent, performing the 
same role that the opsonins do before the destruc- 
tion of the bacteria by the leucocytes. 

A minor action is a mildly astringent, antiseptic 
and protective one, 

Whether or not it acts to stimulate fibrous tissue 
production, any more than would be produced un- 
der ideal healing conditions, our cases do not show. 

The experiments, conducted by Beck, showing 
that bismuth paste has a local stimulatory effect in 
the production of fibrous tissue, are merely corrob- 
erative of the generally accepted idea relative to 
foreign bodies in the living tissues and their en- 
capsulation and absorption. 

The experimentally injected bismuth paste, sur- 
rounded by a fibrous capsule and permeated by 
round cell infiltration, is exactly the same as we find 


*A one-ounce urethral syringe is used. The paste No. 1 is 
heated by placing the container in a vessel of hot water and heat- 
ing, until the contents are fluid. The paste, when fluid, should be 
tirred with a sterile spatula, in order to keep the proper mixture. 
Draw up sufficient paste into the syringe and allow to cool. It 
is convenient to have several syringes filled. 

** The gauze strips are made by placing sterile gauze strips or 
packings in the paste, after liquefaction, and pressing off the ex- 
cess of paste. The strips are stored in the same tubes that the 
gauze comes in. 
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in the organization of a thrombus or a “healed 
tubercle.” 
SUMMARY. 

The use of bismuth paste in mastoid surgery, in 
selected cases, is of decided value, and if used when 
indicated remarkably rapid results may be looked 
for. It has proven its value in chronic inflamma- 
tion, with local and general diminished resistance, 
while its use is contraindicated in acute inflamma- 
tion, before the reparative changes have begun. 

245 WEsT 102ND STREET. 


CHOLELITHIASIS AND CANCER OF THE 
GALL-BLADDER INVOLVING THE AB- 
DOMINAL WALL: A CASE REPORT. 


W. H. Luckett, M.D. 
NEW YORK CITY. 


This case is reported to illustrate the fact that it 
matters not how extensive a cancerous deposit may 
be we should never be discouraged from doing 
something towards alleviating the distress of the 
patient, for it frequently happens that the surgeon's 
efforts in such a case are followed by a much better 
result than was hoped for and prognosticated. 


Low power photomicrograph of a section of the abdom- 


Fig. 1. 
inal wall. 


Mrs. H., 57 years old, housewife. 

Family History. Negative. 

Previous History. Has had pains on the right 
side in the region of the gall-bladder for the last 
five years. Four years ago these pains were so bad 
that the patient was confined to bed with a severe 
attack lasting ten weeks. She had fever and chills 
and was deeply jaundiced. At that time a swelling 
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_ Fig. 2, High power photomicrograph of a section of the abdom- 
inal wall showing tumor cells invading the muscle. 


appeared over the right side in the region of the 
gall-bladder extending down below the appendix. 
An operation was suggested by her family physician 
for appendicitis, by another for gall stones, but both 
were refused. The jaundice gradually disappeared 
and the patient was up and about and recovered 
rapidly her former good health. About a year ago 
the patient commenced to lose weight and strength, 
‘and developed weakness and malaise, which have 
continued up to the present. No vomiting. 


Fig. 3. Photomicrograph of of the carcinomatous gall- 


adder. 


Physical Examination. General condition fairly 
good; skin somewhat flabby, showing boss of flesh; 
cachexia mild; sclera jaundiced. The temperature, 
respiration and pulse normal. A large mass could 
be palpated in the abdomen reaching from the right 
epigastric region on downwards to the right iliac 
region. The lower part of the mass appeared to be 
firmly fixed to the abdominal wall. The skin was 
movable over the tumor. A diagnosis of gall stones 
and probable cancer of the gall-bladder was made. 
Stomach analysis was negative. 

Operation. March 13, 1909. An incision was 
made over the gall-bladder which was exposed. The 
tip was found to be adherent to the abdominal wall 
and continuous with a large mass, apparently carci- 


Fig. 4. Photograph of the excised carcinomatous gall-bladder con-. 
taining three large stones, 
nomatous, involving all the layers of the abdominal 
wall excepting the skin and peritoneum. The gall- 
bladder was excised. It contained three large 
stones. The one at the tip was protruding through 
an opening in the adherent bladder and peritoneum 
and fascia into the rectus muscle. The infiltrated 
abdominal wall was then attacked and the carcino- 
matous tissue was removed regardless of its extent. 
Indeed, so much was removed that it was with the 
greatest difficulty that the abdominal wound was 
closed. There was enough skin left, but a sliding 
plastic operation had to be performed in order to 
cover the wound with fascia. The amount of the 
abdominal wall involved will be better appreciated 
when it is known that at the end of six months the 
abdominal cicatrix was ten and a half inches long. 
A.drain was placed at the upper angle of the wound 
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leading down to the stump of the excised gall- 
bladder. 

The patient was discharged from the hospital in 
two weeks and was referred to Dr. Leopold Weiss 
for x-ray treatment of the whole field of operation. 
She received twenty exposures, averaging eight 
minutes each, and extending over a period of two 
months. 

Dr. Levy, pathologist of Sydenham Hospital. re- 
ported fibro-carcinoma (scirrhous) of the gall- 
bladder and abdominal wall. 

It is reasonable to presume that at the attack 
four years previous to the operation the tip of the 
gall-bladder had become adherent to the abdominal 
wall and a stone had passed partly through into the 
rectus muscle opening up a channel for the ex- 
tension of the carcinoma from the gall-bladder. Ex- 
cepting for a very small portion of the omentum im- 
mediately surrounding the adhesions between the 
tip of the gall-bladder and the abdominal wall no 
other intra-abdominal organ was involved. The 
liver was perfectly smooth and the gall-bladder was 
easily freed from it. There were no intra-abdomi- 
nal glandular enlargements. 

While it is too early to speak of a cure, it is over 
a year since the operation and the patient is enjoy- 
ing the ‘very best of health and has no signs of re- 
currence. 112 WEsT 119TH STREET. 


SUPERNUMERARY DUCTLESS GLANDS, 

WITH THE REPORT OF A CASE OF 

. SUPERNUMERARY SPLEEN.* 
ALEXANDER W. Briain, M.D., 
DETROIT, MICH. 

With the increase in knowledge of the function of 
the ductless glands and in the surgical attacks upon 
them, the presence of anomalies in the form of ac- 
cessory or supernumerary organs becomes a topic 
of surgical as well as physiological or pathological 
interest. 

The specimen of spleen here presented was re- 
moved at post-mortem three years ago. The patient, 
a boy of 17, had died of heart complications follow- 
ing articular rheumatism. The supernumerary 
organ was in every way normal except that it was 
engorged, due to the passive congestion resulting 
from the cardiac disease. 

The parent spleen would be classed with the 
lobulated spleens which are not extremely rare, are 
of no practical importance and are never recognized 
except in the dead-house. The supernumerary 
spleen is seen attached. These are not considered 
rare by some anatomical writers, but this is the 
first one I have obesrved in a personal series of over 
seventy-five autopsies. 

Histologically it is the same as the parent spleen. 


It has a separate blood supply, and a separate cap- 
sule covered by peritoneum, 

Albrecht of Vienna has described a case in which 
an enormous number of supernumerary spleens was 
found scattered about the abdominal cavity; hepatic 
ligament, the peritoneum, the transverse colon and 
more than thirty in Douglas’ pouch. The parent 
spleen in this case was about the size of a walnut. 

While the presence or absence of supernumerary 
spleen is of little if any practical importance the 


has! 
same cannot be said of the other ductless glands.. 
Dr. Theodore McGraw, in speaking before this 
society of his early experience in goiter. surgery, 
described his first case in which the thyroid gland 
was entirely removed. The patient made a good 
recovery. The same procedure in later cases was 


followed by disastrous results which were not ex- 
plained until the publication of Kocher’s writings on 
cachexia strumipriva or the artificial myxedema pro- 
duced by a lack of thyroid secretion. It is quite 
probable that an accessory thyroid was present in 
the first case which was sufficient to supply thyroid 
secretion, 

I have at present a patient upon whom I operated 
several months ago in which both ovaries were re- 
moved and the tubes resected into the uterine body. 
She has as yet showed no symptoms of an artificial 
en and has continued to menstruate as be- 

ore. 

The internist is enabled to account for problems 
in his diabetic patients by the presence’of one or 
several supernumerary pancreases. 

It is not always simple, even post-mortem, to 
demonstrate the* presence of. the: sometimes ex- 
tremely small organs and surgically there always 
remains a doubt as to whether’a part of the parent 
organ has not been left in situ. 

1105 JEFFERSON AVENUE. 


*Read before the Surgical Section, Wayne County Medical 
Society, March, 1910. 
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FRACTURE OF THE PATELLA WITHOUT 
SEPARATION. 

More than any other joint-region in the body 
—not excepting the shoulder—that of the knee is 
subject to a variety of painful affections. And as 
these pains are more common than in the other 
joints so are they more elusive of anatomical in- 
terpretation. Indeed, in many instances of “pain 
in the knee,” especially those that arise spontane- 
ously, one may be at a loss to determine whether 
the lesion lies within the joint, in one of the struc- 
tures about the joint, or even in some tissue more 
or less remote. To be sure, a serous joint ef- 
fusion strongly suggests an intraarticular disturb- 
ance, but that evidence, by itself, is not always 
conclusive; synovial crepitation, too, may lead the 
way to the diagnosis but it is often a deceptive 
sign—it may be found equally marked in the op- 
posite knee and it is not uncommon in individuals 
suffering no disability whatever. 

In the more serious affections of the knee—frac- 
ture, displaced cartilage, neoplasm, inflammatory 
processes—the .-ray will declare the lesion, often 
very definitely. But, unfortunately, in those more 
common minor painful affections to which we have 
referred, skiagraphy is usually of little or no ser- 


vice. It is always worth while, however, to secure 
an «-ray picture, both because it is of value to 
know that it reveals no unsuspected lesion and be- 
cause, once in a while, it does demonstrate a quite 
unsuspected process. 

We would call attention here especially to one 
type of injury in which only the radiograph may 
establish the diagnosis—transverse fracture of the 
patella without separation of the fragments. Stim- 
son* says that only “in rare, entirely exceptional, 
cases the fibrous covering of the bone may remain 
untorn . . . ” No doubt this type of pa- 
tella fracture occurs only occasionally, but its in- 
cidence must be more frequent than its recogni- 
tion. A. E. Johnson reports three cases in The 
Lancet, January 12, 1911. In all of his cases there 
was but little disability and the «-ray made the 
diagnosis. 

Occurring by muscular violence in much the 
same manner as might a sprain, and presenting 
as signs and symptoms only pain and moderate 
disability and effusion, transverse fracture of the 
patella without rupture of its fibrous envelope 
should be borne in mind as a possibility when one 
is dealing with what appears to be merely a sprain 
of the knee. In spite of the absence of separa- 
tion and of marked disability the recognition of the 
condition is of great importance to the patient, 
since it determines the necessity for immobilization 
and recumbency to avoid possible tearing of the 
aponeurotic covering of the bone and ‘its lateral ex- 
pansions.—W. M. B. 


* Fractures and Dislocations, fifth edition. 


THE INTERPRETATION OF RADIO- 
GRAPHS. 

“The camera does not lie.” Nor does the skia- 
graph, although it may deceive the eye of the radio- 
graphist unfamiliar with disease processes clinicaliy 
or that of the clinician untrained in radiographic 
interpretation. 

Every shadow on the +-ray plate is significant 
and the interpretation of the finer traceries may be 
of the utmost diagnostic importance. Skill in 
reading the more delicate variations in X-ray 


shadows can be achieved only by the habitual close, 


study of negatives and by their comparison with 
clinical, including operative findings. 

With the specimen under his microscope, the 
pathologist’s diagnosis is sometimes in doubt—a 
doubt that may be resolved by a knowledge of the 
history of the patient. Similarly, the radiograph- 
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ist may be undecided between two diagnoses, one 
of which might be quite excluded by the clinical 
facts. It ought not to bias the radiographist but 
will rather aid the surgeon, to acquaint the former 
with the essential data in a case to be .v-rayed, as 
a help both in posing the parts to be skiagraphed 
and in interpreting the pictures. In obscure con- 
ditions it is certainly unfair to always expect a 
diagnosis from the plate alone, unbalanced by the 
history and physical findings; and, even with these, 
it is best that the surgeon should be able to take 
some, at least of the burden of the «-ray diag- 
nosis from the man who makes the picture. 

In every community radiographists have ac- 
cumulated large series of negatives covering most 
of the lesions of the bones and joints and of the 
thorax, and their colleagues will do wisely to spend 
some hours in studying these plates. Their 
demonstration at medical meetings never fails to 
teach important lessons in diagnosis and_path- 
ology! Auscultation and percussion are part of 
the diagnostic equipment of every medical man 
and only by continued practice can he maintain his 
skill in their employment. The interpretation of 
x-ray plates, like auscultation and _ percussion, 
should be taught in the medical schools and con- 
tinued by the practitioner—W. M. B. 


Editorial Announcement 


GENITO-URINARY NUMBER. 

The May issue of the AMERICAN JOURNAL OF 
Surcery will be a Genito-Urinary Number. It 
will contain most-or all of the following articles: 
Stricture of the Urethra, by George K. Swinburne, 
New York; Hydrocele, by J. R. Alvarez, New 
York; Dilatation of the Male Urethra, by Charles 
Bethune, Buffalo, N. Y.; Cystoscopy, by Leo 
Buerger, New York; A Criticism of the Technic 
of Ureteral Catheterization of Dr. Howard Kelly, 
by Alex. H. O'Neal, Wayne, Pa.; Sterilization of 
Catheters, by Martin W. Ware, New York; The 
Result in Two Cases of Extraperitoneal Transplant- 
ation of Ureters into the Rectum for Extroversion 
of the Bladder Four and One-half Years After 
Operation, by J. V. Arumugum, Bangalore, South- 
ern India; A Case of Inguinal Ectopia Testis Oper- 
ated Upon After the Method of Bevan, by Lewis 
W. Allen, San Francisco; A Criticism of Bevan’s 
Operation for Undescended Testis, by Eugene Eis- 
ing, New York. 


Surgical Suggestions 


The bad habit of trimming its corners is responsi- © 
ble for many cases of ingrowing toe-nail. 


If a spontaneously developing “hematoma” con- 
tains shreds of tissue, have these examined for 
new growth. 


Small cystic tumors in the midline of the body 
are apt to be dermoids. 


The history of transitory oculo-motor palsy, 
without known cause, is always suspicious of syphi- 
lis. Examine the eye ground for optic neuritis, 
and look for signs of tabes. 


The removal of the bladder papillomata by open 
operation is apt to be followed by recurrences, 
which acquire malignant characteristics. The com- 
plete destruction of these growth by the Oudin 
high frequency current applied through the cysto- 
scope, as introduced by Beer, promises much bet- 
ter results. 


Surgical Sociology 


Ira S. Wile, M.D. 
Department Editor. 


The word obstetrics is but another term for mid- 
wifery. Long before the practice of medicine was 
taken out of the hands of the priests the attendants 
upon the lying-in woman were only of the feminine 
gender. Midwives flourished among the Eygptians. 
The mother of Socrates was one of the midwives 
of ancient Greece. When difficult labor occurret 
among the Jews of Biblical times a midwife was 
called into attendance and the results were glad or 
sad, even as at the present day. Rachel died under 
the care of a midwife at -the birth. of Benjamin. 
Not alone among the ancients was midwifery the 
practice of women but during the so-called Middle 
Ages obstetrical work was largely in the hands of 
women, though they tended to call men in when 
labor was obstructed or unduly prolonged. Natur- 
ally there is a very difficult problem to-day among 
the high caste women of India who permit no male 
physician to look upon them, but the midwife prob- 
lem is also existent all over the civilized world. 

At the present time the midwife question is re- 
ceiving unwonted attention from the various organi- 
zations interested in the prevention of blindness and 
in the reduction of infant mortality, while the health 
departments of many states are asking “what shall 
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we do about the midwife?” Only fourteen states 
have any legislation relating to the midwives. In 
many states single cities or counties may have ordi- 
nances tending to restrict the practice of midwives 
so as to exclude the undesirables. In New York 
state, for example, only New York City, and the 
city of Rochester and Erie County, have protective 
and regulative legislation of midwives. 

The midwife is an imported institution, but is 
none the less real, in this country, considering that 
over forty per cent. of the births in cities are under 
the guidance of midwives. In Chicago in 1907, 86 
per cent. of the births among the Italians was at- 
tended by midwives, and 68 per cent. of those 
among the Germans, while the births among native 
Americans had the attention of untrained midwives 
to the extent of 35 per cent. of those reported. In 
Arizona the Mexicans in the rural districts use 
midwives, in Nebraska, Oregon, Utah and West 
Virginia the problem is greater in the rural dis- 
tricts. In the cities Italians, Poles, Russians, Hun- 
garians, Austrians, Swedes, Danes, Syrians, Finns, 
Slavs and some of the Negroes make more use of 
the midwives than they do of physicians for child- 
birth. Despite this general use of midwives no 
state in the Union can tell or make an intelligent 
accurate estimate as to the number of midwives 
practicing in the state. 

The United States alone of the civilized nations 
has failed to take cognizance of this problem and 
therefore the problem presents more difficulties now 
than before immigration was so extensive. Can 
the midwife be eliminated? Should the midwife 
be legislated out of existence? Should the midwives 
be subject to regulation and supervision? 

Physicians from a class feeling might quickly 
speak for the total annihilation of this ignorant, un- 
trained, dirty, abortifacient class. Mature judg- 
ment would show that the traditions of a people are 
not easily overcome, nor can women be forced to go 
to physicians for obstetrical care. If midwives are 
adjudged illegal practitioners in the state of Massa- 
chusetts it can not be denied that a large percentage 
of the births of that state are attended by midwives. 
They can not be eliminated de facto as long as the 
training of the women who are to bear the babies is 
such as to make them demand midwives. The ex- 
tension of obstetrical out-patient services or lying-in 
hospitals may possibly reduce the number of women 
entrusting themselves to their fellow-countrywomen. 
Education as to the advantages of adequate medi- 
cal service at labor may partially solve the problem. 

To legislate the midwife out of existence is not 
alone impossible, but at present is undesirable. The 
obstetrical service of the average physician is at a 
higher cost than the poor can afford. There-is in- 
sufficient out-patient service to meet the demand for 
attention that would arise from excluding midwives 
from practice. As a whole, the doctors handling the 
so-called cheap confinements fail to give adequate 
care to the parturient women and have too hasty re- 
course to the ever-ready lacerating forceps. The 
community would be no gainer by forcing such ob- 


stetricians upon the large class now availing them- 
selves of midwives. Furthermore, the midwives 
would be driven to work in secrecy and the injuries 
of child-birth would greatly increase from the de- 
lay incident to fear of calling in a physician. At 
the present time midwives do not attend abnormal 
cases of labor as a rule, and freely avail themselves 
of medical assistance whenever labor is protracted 
or obstructed. To remove the midwife would also 
mean a secret disposal of still-births without any 
record being made of them. The registration of 
births is at the very basis of vital statistics, and the 
value of such records would be seriously impaired 
if midwives were forced to work under a ban, or 
in the guise of a friend of the family or a neighbor 
who happened to be visiting when the baby came. 

Some states favor a position that ignores the mid- 
wife as a public health problem. Indifference to 
the midwife merely gives tacit consent to her con- 
tinuation as an obstetrical attendant and throws no 
mantle of defense around the community upon which 
her assaults are to be made. The New York Acad- 
emy of Medicine in 1906 decided that it was imprac- 
ticable to abolish the midwife by legislation, how- 
ever desirable such might be under ideal conditions. 
To recognize an evil is the first step in its control or 
eradication. The present system of allowing dirty, 
ignorant, untrained, incompetent women to care for 
parturient women and to give post-partum care is 
an evil that has crept into our community from for- 
eign lands and has failed to receive the attention it 
needs in order to be adapted to our mode of life. 
The medical profession recognizes that midwives 
are responsible for much of the unnecessary blind- 
ness of infancy, for much of the early infant mor- 
tality, for many lacerated perinei, for numerous op- 


‘erations that are the direct result of careless or neg- 


ligent ministrations, not to mention the many cases 
of puerperal sepsis that eventuate in death or 
chronic invalidism. The surgical service of every 
large hospital is enriched by the unregulated and. 
uncontrolled practice of midwives. 

The midwife can not be abolished but she can be 
subjected to regulation and supervision after the 
manner of doctors, nurses, etc. Illinois has a law 
that requires a theoretical knowledge on the part of 
the midwife but applies no test as to practice. Such 
a law merely hints at the fact that an educational 
qualification is essential to a licensure act. The regu- 
lations of New York city following the English act 
demands proof of the successful delivery of twenty 
women. This local ordinance demands evidence of 
experience, but there is no fundamental theoretical 
training demanded. The Department of Health is- 
sues permits, good for one year, for midwives to 
attend only uncomplicated vertex presentations. 
Their equipment is prescribed, as is the mode of ex- 
amination of the patient, the care of the eyes, etc. ; 
and there is careful definition of the conditions which 
make it obligatory to call in a physician under pen- 
alty of forfeiture of the annual license. Even this 
ordinance fails to protect the women of the com- 
munity sufficiently because there can be no guar- 
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antee of adequate training of the midwives, in the 
essentials of anatomy, physiology, bacteriology and 
obstetrics. The state can make no reasonable de- 
mand for an educational qualification for midwives 
until it has offered a place where such training 
may be obtained. This is the weak spot. At pres- 
ent a few medical men run for their own profit 
schools for midwives that would scarcely bear in- 
vestigation. Such illegitimate institutions are a 
disgrace to the profession and a source of great 
danger to the community. Until schools of mid- 
wifery are instituted these poisonous mushroom 
places will parasitically develop Sairy Gamps. 

The question of abortions committed by mid- 
wives brooks no denial, but are all medical skirts 
clean? Raise the standard of the midwives and 
give them a position that entails responsibility, and 
pride, dignity, and knowledge of a recognized social 
standing in the community will do much to elimi- 
nate in the future the incompetent and criminal 
midwife. 

At a conference on the prevention of blindness. 
The New York Association for the Prevention of 
Blindness introduced a resolution recommending 
“that measures be taken in this country to secure 
state legislation which shall provide for the train- 
ing, registration, licensure, supervision, regulation 
and control of women engaged in the practice of 
midwifery.” The same resolution was adopted by 
the Obstetrical Section of The New York Acad- 
emy of Medicine. The example has been set for 
medical societies throughout the country. Let the 
medical men, ‘who can best appreciate the wastage 
of life and the widespread destruction of health 
through incompetent midwives, urge upon the state 
officials the necessity of inaugurating some plan for 
the protection of childbearing women. In 1902 the 
Midwives Act went into effect in England and pro- 
vided for certified midwives under the direction of 
a Central Midwives Board. For the fifteen years 
prior to the enactment of this law the death rate 
from the various forms of puerperal sepsis varied 
from 109 to 202 per million females living. In 
1903 the rate dropped to 97 and has been falling 
yearly until 1907 it was 81 per million females liv- 
ing. The greater effectiveness of the midwife orig- 
inated in her careful training under qualified prac- 
titioners. 

The plea for the education of midwives has been 
heard and answered in every civilized country but 
the United States. Russia has schools in ten uni- 
versities and the professors of obstetrics train the 
midwives. Italy has a two years’ course for free 
practicing midwives. Norway, Sweden and Den- 
mark offer a one year course. France demands two 
years in the écoles departmentales. Prussia even 
requires a post-graduate examination every three 
years. Baden and Bavaria require only a four 
months’ course, Austria and Hungary and Wurtem- 
burg five months, Switzerland six months, etc. The 
training school for midwives must anticipate legisla- 
tion. 


Book Reviews 


An Anatomical and Surgical Study of Fractures of the - 


Lower End of the Humerus. By AstLey Paston 
Cooper AsHHuRST, A.B., M.D., Prosecutor of Applied 
Anatomy, University of Pennsylvania; Assistant Sur- 
geon to the Philadelphia Orthopedic Hospital, etc. The 
Samuel D. Gross Prize Essay of the Philadelphia 
Academy of Surgery, 1910. Quarto; 158 pages; 150 
illustrations. Philadelphia and New York: Lea & 
FEBIGER, I910. 

This admirable work consists in a careful study of the 
applied anatomy of the elbow region, a description of the 
development of the lower end of the humerus, and the 
causes, symptoms and treatment of the various types of 
fractures of this region. Finally the author gives the 
statistics of cases personally treated by him, showing the 
results obtained. Although he has done considerable ex- 
perimental work on the production of fractures of the 
lower end of the humerus, Ashhurst lays no claim to any 
peculiar originality in his methods of treatment of these 
lesions. He rather concerns himself with the effort to 
place the ofttimes difficult treatment upon a sound, rational 
basis. 

For this and for the beautifully presented detailed study 
of his 56 cases, Ashhurst deserves great credit. His work 
must prove of great practical value to all physicians for 
his results are almost perfect. He has not been satisfied 
with an elbow in which the motions are “fair,” but has 
striven for and has obtained normal motion in the vast 
majority of his patients. In a review of this size it is 
impossible to describe Ashhurst’s principles and practice 
in any detail. Suffice it to say that he has revived an old 
position for practically all the fractures of the lower end 
of the humerus—a position he terms hyperflexion of the 
elbow. Reduction of the dislocated fragment is to be ab- 
solutely insisted upon if one would obtain a good result. 
The elbow is then at once placed in a position of 
exaggerated flexion—Ashhurst does not wait until swell- 
ing subsides. He has never used a splint for im- 
mobilization in this position but bandages the fore- 
arm to the upper arm with an ordinary roller band- 
age. In a single case median nerve neuritis followed 
supracondylar fracture of the humerus; there were no 
complications in any of the other cases. Ashhurst 
believes that early massage and mobilization cannot 
be productive of any good and accordingly he im- 
mobilizes the parts for more than two weeks. The position 
of hyperflexion is then gradually diminished—at the end 
of four weeks the elbow is in go° flexion. Only at the 
end of five weeks is the sling discarded. 

The book is well worth study at the hands of both 
specialists and general practitioners. It is profusely and 
well illustrated, well written and attractively gotten up by 
the publishers. We would advise all those interested in the 
subject—and this should include nearly all the practitioners 
of medicine—to read it, for there is a great deal to be 
learned from this monograph. 


Nouveau Traité de Chirurgie. .Ponblié sons la direc- 
tionde. A. LeDentu et Pierre Derpet. X. Maladies 
Des Nerfs. Par BerNnarp Cuneo, Professeur Agrégé 
a la Faculte de Médecine, Chirugien des Hopitaux de 


Paris. Octova; 174 pages; 50 illustrations. Paris: . 


J. B. et Fits, 1g1o. 

In this monograph the following subjects are dealt 
with: Wounds of nerves, subcutaneous injuries, neuritis 
and neoplasms. The degenerative and regenerative pro- 
cesses are fully discussed, and throughout the book the 
pathological lesions receive detailed treatment with ade- 
quate illustrations. All methods of suture, etc., will be 
here found. v. Recklinghausen’s disease is fully described. 
The later literature, especially foreign, is somewhat 
neglected; references up to the year 1895 are complete. 


oar 

; 

| 

] 
| 

| 

i 

Re 

ce 

= 


Vor. XXV. No. 4. 


Book REvieEws—Books RECEIVED. AMERICAN 145 


JouRNAL OF SURGERY. 


Medical Service in Campaign. A Handbook for Medi- 
cal Officers in the Field. By Mayor Paut FREDERICK 
Straus. Prepared under the direction of the Sur- 
geon-General, United States Army, and Published by 
Authority of the War Department. Octavo; 160 
pages; illustrated. Philadelphia: P. Braxiston’s Son 
& Co, 1910. $1.50. 

The necessity of having a thoroughly organized medical 
department serves as a most adequate reason for the 
publication of this valuable book. The prevention of 
disease among soldiers on the march and in camp or on 
the field of battle is a phase of medical service which 
makes for the greater efficiency of the army. The wars 
of the future will be a series of rapidly fought battles en- 
tailing enormous numbers of sick and wounded. Major 
Straub has succinctly given the information that is a pre- 
requisite to adequate medical, surgical and hygienic care 
of armies. 

Separate chapters are given to organization, administra- 
tion and collateral military subjects, as map-reading, trans- 
portation and efficiency of cover. Battle dispositions, 
regimental service and aid stations, dressing stations, field 
hospitals and stations for the slightly wounded con- 
stitute the practical topics that are discussed in a lucid 
manner and in the simplest diction. 

Medical officers of the State militia and all who are in- 
terested in military phases of medicine, surgery and 
hygiene will profit much by a perusal or study of this 
excellent compend. 


Practical Bacteriology, Blood Work and Animal Parasi- 
tology. Including bacteriological keys, zoological 
tables and explanatory clinical notes. By E. R. Srirt, 
A.B.. Pu.G., M.D. Second edition, revised and en- 
larged. Duodecimo; 335 pages; 91 _ illustrations. 
Philadelphia: P. Braxiston’s Son & Co., 1910. $1.50. 

As an extremely practical book this deserves attention 
in these days of large volumes that merely befog the mind 
of the practitioner who has not a large laboratory at his 
disposal. The text is well illustrated with splendid plates 
and drawings that are clear and to the point. The book is 
written up to the minute of publication as may be judged 
from the consideration therein of the practical methods 
in immunity, anaphylaxis, opsonic index, cytodiagnosis, 

Burri’s India ink method of staining the treponema pal- 

lidum, etc. The chapters on animal parasitology are the 

most complete that have appeared in a work of this size. 

The only criticism that is not avoided is the appearance of 

overcrowding due to utilizing the inside covers for text 

illustrations, 


Case Histories in Pediatrics. A Collection of Histories 
of Actual Patients Selected to Illustrate the Diagnosis, 
Prognosis and Treatment of the Most Important Dis- 
eases of Infancy and Childhood. By Joun Loverr 
Morsr, A.M., M.D. Octavo; 320 pages. Boston: 
W. M. Leonarp, 1911; price, $3.00. 


The case method of teaching medicine has been most. 


popular at the Harvard Medical School and its general 
adoption would enhance the value of much of the present 
medical teaching. Dr. Morse has made a distinct contri- 
bution to the pediatric literature for teachers in those insti- 
tutions that can not boast of much pediatric material for 
clinical purposes. To students it is full of suggestions 
despite the fact that the histories are not complete. There 
are the histories of 100 different cases, given in the briefest 
possible manner, freed from the dross of unnecessary facts, 
forming a concise pen-picture of the disease to be dis- 
cussed. The various histories are grouped under general 
headings, as diseases of the new-born, diseases of the 
gastro-enteric tract, diseases of nutrition, specific infec- 
tious diseases, etc. The cases are well chosen so as to 
permit of free discussion under the head of diagnosis. The 
differential diagnosis offers a clear didactic discussion of 
the essentials of the history that establish the diagnosis 
and that differentiate the condition from the various dis- 
eases with which it might be confused. 


Treatment is given brief space and rightly so in a book 
that represents the exposition of case teaching to medical 
students. The treatment as indicated is succinct and sug- 
gestive. 

The excellence of the book is greatly marred by the 
presence of pictures that do not depict anything except 
crudity and poor judgment. Poor “Jennie R.” (page 243) 
purports to be an illustration of a case of secondary anemia 
with splenic tumor but she looks more like an unhappy 
fetus. This illustration, like most of the others, looks like 
a comic supplement to the book. On page 105 “George 
T.” is apparently twins, though in the next figure, supposed 
to be illustrative of the same case, he is a single child. 
The book has too much merit to suffer from such ludi- 
crous illustrations as are herein contained, and they should 
be relegated to a joke book where they really belong. 


A Manual of Gynecology. By THomas Watts Ecteu, 
M.D., C.M. (Edin.);F.R.C.P. (Lond.); F.R.C.S. 
(Edin.), Octavo; 632 pages; 272 illustrations. Phila- 
delphia: P. Braxiston’s Sons & Co., 1911; price 
$5.00, net. 

The author desired to supply a complete, but not an 
exhaustive, manual for the student and general practi- 
tioner. He has succeeded in doing so. The admirable 
way in which the pathology of each lesion is described, 
with just the proper amount of detail, is particularly 
noteworthy. Moreover, one is struck by the fact that 
this is not the “hear say” pathology usually encountered 
in most books of this type, but the mature observations 
of a clinician, who is at the same time well grounded 
in this too often neglected branch. j 

The clinical parts are likewise well and briefly pre- 
sented. The treatment advised, on the whole, is con- 
servation if we except the advice to curette in chronic 
gonorrheal endometritis. The illustrations, particularly 
those drawn from photomicrographs, are excellent. No 
better volume of its size and scope has of late years been 
offered to the English-speaking medical public. ; 


Books Received 


Bau und Enstehung der Wirbeltiergelenke. Eine mor- 
phologische und histogenetische Untersuchung. Von 
Dr. Lusoscu, a. 0. Prof. der Anatomie 
an der Universitat Jena. Octavo; 350 pages; 230 illus- 
trations and 10 colored plates. Jena: Gustav Fischer, 
1910. New York: Longmans, Green & Co., 1910. 

An Anatomical and Surgical Study of Fractures of the 
Lower End of the Humerus. By Astiey Paston 
Coorer Asuuurst, A.B., M.D., Prosector of Applied 
Anatomy, University of Pennsylvania; Assistant Sur- 
geon to the Philadelphia Orthopedic Hospital, etc. The 
Samuel D. Gross Prize Essay of the Philadelphia 
Academy of Surgery, 1910. Quarto; 158 pages; 150 
illustrations. Philadelphia and New York: Lea & 
Febiger, 1910. 

Fractures and Separated Epiphyses. By Arzert J. WaL- 
Ton, F.R.C.S., M.S., L.R.C.P., M.B., B.Sc., Surgical 
Registrar, London Hospital Octavo; 288 pages; 101 
illustrations. London and New York: Longmans, 
Green & Co., I9gI0. 

Diseases of the Anus, Rectum and Sigmoid. For the 
use of Students and General Practitioners. By Sam- 
vueL T. Earte, M.D., Professor Emeritus of Diseases 
of the Rectum, Baltimore Medical College; Surgeon 
in Charge of Rectal Diseases, St. Joseph’s Hospital, 
Hebrew Hospital, and Hospital for Women, Balti- 
more. Octavo; 476 pages: 152 illustrations. Phila- 
delphia and London: J. B. Lieptncotr Co. Price $5.00 


net. 
Principles of Public Health, By Tuomas D. Turttte, 
S., M.D., Secretary and Executive Officer of the 
State Board of Health of Montana. Duodecimo; 186 
pages; illustrated. Yonkers: Wortp Boox Co., 1910. 
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Progress in Surgery 
A Résumé of Recent Literature. 


Fever in Cases of Malignant Growths of the Kidney 
and Adrenal. (Ueber Fieber bei Malignen Nieren 
und Nebennierengeschwnelsten.) J. IsRaet, Berlin. 
Deutsche Medizinische Wochenschrift, January 12, 
IQII. 

It y del not seem to be generally known that fever may be 
present in cases of malignant disease of the kidneys or the 
adrenal glands in which there is no trace of suppuration. 
For this reason there have been many mistakes in the past 
in the diagnosis of renal tumors. As an example Israel 
cites a case of a tumor in the left abdomen associated with 
intermittent high fever, in which the diagnosis of malarial 
spleen was incorrectly made. A serious error can be 
even more readily made if it is not borne in mind that 
septic temperatures may continue for a considerable period 
of time in the presence of a tumor so small that it will 
not be felt unless especially looked for. 

Despite the fact that but scant or no mention is made 
of the presence of fever in cases of non-suppurating tumor 
in the monographs devoted to diseases of the kidney, 
Israel, in his wide experience, has not found the con- 
dition very rare. Fever may arise in various periods of 
the disease: at an initial, intercurrent, or a terminal stage 
of renal or adrenal new growth. The initial fever may be 
the only manifestation for a considerable length of time. 
The intercurrent fever may be present at any stage of the 
fully-developed disease; the terminal fever is generally as- 
sociated with cachexia and the development of metastases. 

Apart from some irregular types, the fever present in 
the condition under discussion may be classified into one 
of three groups: 1. Septic temperature. 2. Temperature 
analagous to that of intermittent recurrent fever. 3. 
Hematuric fever, in which the patients have temperature 
either before or after an attach of hematuria. 


Operations Upon the Kidney and Pregnancy. (Opéra- 
tions Sur Le Rein Et La Grossesse.) HARTMANN, 
Paris. Annales des Maladies des Organes Génito- 
Urinariés, January 2, 1911. 

Most physicians fear the advent of pregnancy in patients 
who have been the subjects of renal operations and, espe- 
cially, nephrectomy. It has never been proven, however, 
that this fear in justified. Hartmann has himself ob- 
served seven patients—four nephrotomies, three nephrec- 
tomies—in whom the subsequent advent of pregnancy and 
parturition had no untoward effect. On the basis of these 
cases the writer, when asked as to the advisability of 
marriage of women who have been operated upon for 
various renal condition, makes a thorough examination of 
the urine, including animal innoculations. If his examina- 
tion indicates a normal urine, Hartmann authorizes 
marriage. 

Twenty-four additional cases have been collected by 
Hartmann in all of whom pregnancy and parturition were 
normal. Mothers may nurse their infants without ill- 
effects. 

From a study of thirty-five patients submitted to 
nephrotomy or nephrectomy during the course of preg- 
nancy the author concludes that the operation has no ef- 
fect upon the pregnancy and, vice versa, that pregnancy 
does not alter the prognosis of the operation. Pregnancy 
is no contraindication of nephrectomy. 


Perurethrale Glyzerin-Drukinjection Zwecks leichteren 
Entrierens Sog. Impermeabler Strickturen. (Forci- 
ble urethral glycerine injection as a means of enter- 
ing so-called impermeable strictures.) Turopor Got- 
DENBERG, Niirnberg. Zeutralblatt fiir Chirurgie, Febru- 
ary 4, IQITI. 

Goldenberg describes the following procedure as a means 
of overcoming urethral strictures that have resisted all 


efforts at passage by filiform bougies, with and without 
the aid of cocaine, adrenaline, etc.: : 

A filiform bougie is passed down to the face of the 
stricture. Then the tip of a suitable piston syringe con- 
taining glycerine is fitted snugly into the meatus. With 
one hand an assistant compresses the meatris about the 
syringe tip, and with the other he forcibly injects about 
15 c.cm. of glycerine at the same moment that the opera- 
tor presses onward the filiform bougie, which now slips 
through the stricture. 

Goldenberg attributes the success of this procedure, 
which he says is quite safe, to the physical properties of 
glycerine. 


Diagnosis of Mammary Tumors. W. L. Ropman, Phil- 
adelphia. Journal of the American Medical Associa- 
tion, March 18, IgIt. 

Rodman remarks on the greater frequency of benign 
tumors of the breast than has been supposed, and the 
rarity of sarcoma in that region. He finds that about 16.5. 
per cent. of mammary tumors are benign and that only 
2.7 per cent. were sarcomas out of a total of 5,000 cases 
anaylyzed, largely taken from German clinics. The rarity 
of sarcoma is in marked contrast with its frequency in 
other localities. It must be borne in mind, however, that 
many benign tumors are liable to undergo malignant 
\change, notably the papillary \cystadenomas and they 
should be regarded from the beginning as potentially ma- 
lignant. Another condition of great importance and fre- 
quency is also mentioned, as it has been shown to have 
a marked tendency to result in cancer. This is abnormal 
involution or fibrous and glandular hyperplasia with re- 
tention cysts, also called Schimmelbusch’s disease, the 
disease of Reclus, etc. Occurring usually at the cancer 
age and having clinically many of the signs of malig- 
nancy it is more likely, Rodman thinks, to cause embar- 
rassment to the diagnostician and surgeon. The various 
forms of mastitis will also often confuse even the most 
careful and expert diagnostician, and acute carcinoma of 
the mammary glands simulates sometimes inflammation 
so closely that it has been described under the name of 
carcinomatous mastitis. It has a very rapid course and 
the cachetic symptoms manifest themselves early. It 
begins as a diffuse process instead of a localized one, 
unlike other cancers. Rodman is sure the condition is 
more common than has been thought, and while it oc- 
curs in connection with pregnancy, it is probably as fre- 
quent in non-pregnant women. It is still more difficult 
to diagnose between benign and malignant cysts of the 
breast and the character of the discharge when present 
he finds is not so sure a guide as he formerly thought. 
A scanty, thin bloody discharge is suggestive of carci- 
noma, and thick granular discharges always suggest ma- 
lignancy. A bloody discharge unless it can be shown to 
come from an intracystic papilloma should cause the en- 
tire removal of the breast. A bloody discharge is now 
and then seen in connection with abnormal involution 
and this may also occur together with retraction of the 
nipple, as in a case here referred to, though no malig- 
nancy has yet developed. It is extremely important to 


‘recognize cancer cysts early as otherwise the prognosis is 


bad. Retraction of the nipple is by no means pathognomonic 
of cancer though it is significant. It is in non-malignant 
cases, however, more or less mobile and rarely if ever 
infiltrated. Fibroma and myxoma of the breast are de- 
scribed. The comparison of the affected breast with its 
fellow furnishes the most reliable evidence of incipient 
cancer, and any dimpling and atrophy of superficial fascia. 
noticeable when the breast is moved should be carefully 
noted and accounted for. Palpation is of the greatest 
value and cancers are rarely movable. Rodman states 
positively his conviction that no one, however skilled or 
experienced or careful examination, or by enlisting the 
history of the case, can safely determine the nature of @ 
lesion before operation in more than 73 per cent. of his 
cases. In the remaining 25 per cent. at least either diag- 
nostic incision or the use of frozen sections will be nec- 
essary. He has confidence in the value of frozen sec- 
tions in the diagnosis. Out of fifty cases he has seem 
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‘but two mistakes. He quotes Dr. Charles Mayo as to the 


impossibility of anyone always being able to tell the char- 
acter of a solid or cystic growth by naked-eye appear- 
ances. During the last five years he has invariably prac- 
ticed Warren’s method of plastic resection in all benign 
growths and those of a questionable nature. The free in- 
cision beneath the breast, which leaves no unsightly scar 
and which furnishes the best opportunity to examine the 
entire breast carefully, is much better than a smaller 
incision directly over the tumor. He _ also_ insists 
that the danger of infecting the wound by liberating can- 
eer cells has been greatly overestimated and that such 
danger is reduced to a minimum provided the actual cau- 
tery is employed. 


Operative Treatment of Cancer of the Breast. M. H. 
RicHarpson, Boston. Journal of the American Medi- 
cal Association, February 4, I9IT. 

Richardson says that the only assurance of permanent 
cure of breast cancer is thorough operation; non-operative 
methods should be reserved for hopeless cases. Another 
cause of failure is inadequate operation. He emphasizes 
the importance of correct diagnosis and gives illustrations 
of failures which have occured, even with experienced 
surgeuns, and unnecessary operations performed. In other 
cases, and probably a much greater number, the mistake 
has been the other way. Age should be considered in diag- 
nosis and when the patient is of cancer age a reasonably 
certain diagnosis of malignancy is not strong enough to 
postpone operation unless there are contraindications other 
than the tumor itself. There are possible exceptions to 
this rule. There may be a reasonable doubt of any diag- 
nosis in patients of cancer age. In all cases of import- 
ance a consultation is advisable and a single dissenting 
vote should create a reasonable doubt. The broadest and 
firmest foundation on which to base a reasonable doubt of 
the nature of the growth is that of experience, and with 
those of small experience and especially physicians, there 
is chance for a much greater doubt than would be called 
reasonable. The first consideration in the radical opera- 
tion for cancer is reasonable thoroughness of extirpation 
so as to remove all the disease. The more extensive the 
operation the better the result, provided the dissection is 
extended in the same direction as the disease, i, e., along 
the line of the lymphatics and the great vessels. Richard- 
son describes his own technic, acknowledging his indebted- 
ness to Halsted. He never cut through the clavicles and 
seldom subjects to any but palliative operations, patients 
showing the disease above them. The operative mortality 
is practically nil. Indication to operation recognized by him 
are the presence of and deaths from shock are unknown 
in his statistics. The contrametastases above the clavicle, 
beginning skin infiltrations, and beginning chest wall 
growths. The difficulties of prognosis are reviewed. He 
would include in the statistics to determine this point, only 
those cases which have about the same characteristics, and 
the surgeon must be the judge. He is not impressed with 
the value of statistics in any case and does not collect his 
own in cases of cancer. He thinks they are about the 
same as those of other operators. He does not establish 
a definite limit of time of absence of recurrence which we 
can call permanent cure. Neither five years nor ten years 
of perfect health means absolute assurance against recur- 
rence. Slowly growing tumors with few perceptible glands 
in the axilla, and those small, are the most favorable, espe- 
cially after middle life. Rapid growth or any sign of in- 
filtration or edema of the breast or axilla makes the case 
practically hopeless. Only freely movable growths with- 
out infiltration or attachments can be called favorable. 


The Treatment of Rodent Ulcer. E. G. Lirtre, London. 
British Medical Journal, January 7, 191. 

Little is an enthusiastic advocate of the carbon- 
dioxide freezing treatment of rodent ulcers. His method 
consists in first making a dense pencil of snow according 
to the method of Tousey and applying it with firm pres- 
sure to the ulcer. The average time of application is 25 
seconds and the area of application should extend for a 


distance of one-eighth inch beyond the margin of the 
ulcer. Some smarting and occasionally considerable 
edema follows the application, but these disappear quickly. 
Sometimes one application is sufficient, but usually two 
or three are necessary at intervals of a week. The result- 
ing scar is hardly visible. The author reports 11 cases. 


Diverticula of the Lower Bowel: Their Development and 
Relationship to Carcinoma. L. B. Witson, Roches- 
ter, Minnesota. Annals of Surgery, February, 1911. 

This study is based on fifteen operative cases of diverti- 
cula of the lower bowel, almost all in the sigmoid. Four 
of these cases presented carcinomatous growths that ap- 
parently arose upon diverticula. The ages of the patients 
were in the cancer-bearing period. 

Although it is at yet difficult to say whether or not all 
of these diverticula are true hernia initially, it is certain 
that , as they develop, the coats of the diverticula may be- 
come thinned to such an extent that the muscularis, if 
previously present, is no longer to be seen. This path- 
ological picture readily explains the easy occurence of 
what the author calls peridiverticulitis, without any rup- 
ture of the walls of the hernia. A further picture is a 
greater or lesser occlusion of the lumen of a diverticulum 
with a more marked peridiverticular inflammatory process. 
It is in diverticula under these conditions that the epithel- 
ium at the bottom of the sacs becomes detached. Then, 
apparently depending upon the blood supply, the epithelium 
presents one of two conditions—either degeneration and 
disintegration or a low grade of proliferation. As Wilson 
has so well shown in his pathological study of the relation- 
ship between gastric ulcer and carcinoma, it is but a short 
step from epithelial cells in the isolated condition above 
described to epithelial cells that invade the. walls of the 
diverticula to give a pathological picture that must be 
called carcinoma. 


Trendelenburg’s Posture in Obstetrics. (Uber Becken- 
hochlagerung in der Geburtshilfe). E. Ber- 
lin. Zentraablatt fiir Gynaékologie, March 4,. 1911. 
Bumm has found steep Trendelenburg posture of ad- 

vantage in extraperitoneal Cesarian section, if the lower 
uterinal segment has not yet been stretched by labor pains. 
The same posture is also of great service in internal ver- 
sion, to bring down a foot in breech presentation, in 
correcting a brow or face presentation, and in prolapse 
of the cord. In this position of the patient no difficulty 
is encountered in introducing the hand. Apparently the 
presenting part not only recedes from the pelvis, but re- 
laxation of the uterine wall takes place with a lessened 
likelihood of rupture from manipulation. In one case of 
neglected transverse posture with impaction in which evis- 
ceration of the thorax had been attempted, he was able 
to perform version without difficulty as soon as the pa- 
tient was put in the Trendelenburg position. 


Fatal Mercurial Poisoning Due to Vaginal Introduc- 
tion of Bichloride Tablets. Report of Three Cases. 
C. B. Scuitpecker, Pittsburg. American Journal of 
Obstetrics, March, 
- The author reports three cases in which patients had 
been instructed to “use” the ordinary bichloride tablets. 
Each of them inserted one tablet in the vagina and al- 
though medical assistance was obtained within 20 to 35 
minutes the patients died of general mercurial poisoning 
(enterocolitis, degeneration of the viscera, etc.) respective- 
ly 4, 14 and 7 days later. It would appear that a fatal 
amount can be absorbed from the vagina within 20 min- 
utes. The patients were unable to remove the tablets 
themselves because of severe spasm and pain. 


The Choice of Operation for Varicose Veins of the Leg. 
K. W. Mansarrat, Edinburgh. Liverpool Medico- 
Chirurgical Journal, January, 191T. 

When the reflux of blood is occurring from deep to 
superficial veins by way of communicating branches in 
the leg only, including the external saphenous, then opera- 
tion may be confined to a dissection below the knee. 

When reflux is occurring from the femoral to the in- 
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ternal saphenous, and when examination shows that in the 
absence of the weight of the saphenous column the vari- 
cose distension subsides, a simple Trendelenburg opera- 
tion is called for. 

When the reflux is occurring not only from the femoral, 
but also from the communicating branches below, total 
saphenectomy is required. 

Peri-tonsillar Abscess. M. WarFIELD, Baltimore. Johns 
Hopkins Medical Bulletin, February, 1911. 

Warfield has found that peritonsillar abscesses always 
start in the supratonsillar fossa. The abscess first oc- 
cupics that part of the fossa above the tonsil and then 
the part on its outer border. The ordinary incision as 
taught in the text books does not take this anatomical 
feature into consideration, for this reason, the incision 
is frequently unsuccessful and is morcover attended with 
the danger of possible injury to the ascending pharyngeal 
artery. Warfield has devised the following incision: 
curved bistoury is held parallel to the soft palate, with 
the edge of the blade looking forward, the back toward 
the posterior pillar, and the point directed outward _ to- 
wards the ear. The point is entered in the supratonsillar 
fossa, in the angle between the pillars of the fauces as 
high up as possible, and is passed outward until it meets 
with an elastic resistance, which is the abscess. This is 
entered and the knife is brought straight forward through 
the anterior pillar. The incision has the advantage of 


_ safety, easy feasability, and uniform. success. 


A New Method of Treatment of Subungual Hematoma. 
(Neue Bahandlungsmethode des subungualen Hama- 
toms). G. v. LABMAYER Budapest. Zentralblatt fiir 
Chirurgie, January 7, 1911. 

Hemorrhages under the nail are common among work- 
ing people, and as a rule incapacitate them for eight to 
ten days. Labmayer has devised a method which in- 
stantly relieves the pain and permits the patient to work 
again in a few days. He has devised a small trephining 
circular saw about 2 mm. in diameter, which can -be at- 
tached to a dental drill or to an ordinary hand borer. 
With this instrument a small hole is made through the 
nail, and a wet dressing is applied. 


Picric Acid and its Surgical Applications. ALBERT 
Boston. Journal American Medical As- 
sociation, February 11, I9gIT. 

Ehrenfried, after a brief historical review of the uses 
of picric acid in surgery and a statement of its chemical 
and antiseptic qualities, so far as stated in the literature, 
reports experiments as regards the latter. Fresh virulent 
culture of staphylococcus aureus and bacillus pyocyaneus 
were used, the former being selected as a resistant, and 
the latter as a milder pus-producing agent. The rod 
method was employed, the bacilli having been dried in 
air, and the cultures were passed through guinea-pigs to 
increase their virulence. The results are shown in tabu- 
lated form and indicate that a saturated aqueous solution 
of picric acid (1.2 per cent.) kills bacteria from a fresh 
virulent culture of B. pyecyvaneus which have been exposed 
to the air for one hour, in half a mniute, and bacteria 
from a fresh virulent culture of S. pyogenes aureus in 
about two minutes; as compared with 1 per cent. solu- 
tions of phenol under the same conditions, which takes 
twenty minutes and ninety or a hundred minuies respec- 
tively, to do the same. Picric acid solution therefore is 
fifty times as strong as the phenol solution. Within five 
years he has employed the phenol in practice on about 
three hundred patients, practically using throughout a 
saturated aqueous solution of the c. p. crystallized picric 
acid. Stronger solutions in alcohol and water sometimes 
recommended are momentarily very painful on iarge raw 
surfaces, and it is of course more liable to cause symp- 
toms of absorption. The surgical use in the form of oint- 
ment is illogical and also dangerous. By his method and 
strength of solution he has never seen sufficient absorp- 
tion to show in coloration of skin or urine. He describes 
the method of preparing sterile saturated solutions which 
should be applied on gauze. In case of a superficial burn 
of hand or foot, the part may be completely immersed 


in the solution for some minutes before applying the gauze 
dressing. In fresh burns of the first and second degree, 
or superficial lacerated wounds, no preparation is neces- 
sary if the parts are tolerably clean, but if the skin is 
dirty it should be gently washed clean; blebs should be 
opened antiseptically at their dependant points, and the 
contents expressed. One dressing usually suffices in these 
cases unless the lesion is extensive. In burns of mixed 
degree the same principles are to be followed, but more 
care should be exercised to render the lesion aseptic. Ex- 
tensive third degree burns should not be treated by picric 
acid. He recommends this saturated aqueous solution as. 
superior to any other method in first and second degree 
burns, as being cheap and simple in application and in- 
ducing rapid regeneration of the skin without pain or 
irritation. Deeper lesions may be made to heal by the 
formation of a smooth, level non-secreting, granulating 
surface over which dermatization will proceed rapidly, or 
which will serve as an ideal base for the reception of 
Reverdin or Thiersch grafts. The mild toxic symptoms 
which have been occasionally reported as occuring will 
never be seen if reasonable care is exercised. 


Liquid Air in Surgery. TuHronore Cuarin Bersr, Bos- 
ton. Boston Medical and Surgical Journal, March 
16, 

The value of liquid air in varigus affections of the 
skin, congenital and acquired, has been so definitels 
proved by many observers that it now has a very positive 
place. The range of usefulness includes the many varie- 
ties of nevi, epitheliomata, lupus erythematosis, _birth- 
marks of all varieties, warts, calluses and some forms of 
chronic infiammation. Of all forms of benign affections, 
the various birthmarks are the cause of more mental 
suffering to their unfortunate possessors than almost 
any other abnormality; by means of liquid air it 1s. 
possible to remove these blemishes in almost every case 
in a way which causes practically no pain and which 
leaves practically no scar. It is of the greatest import- 
ance that these lesions be treated early in life while the 
tissues are soft, in order to obtain the best resuit. Port- 
wine marks, in particular, are much harder to eradicate 
in adults than in young children. Spongy naevi, if not 
taken early in life, are very prone to enlarge to a point 
where even excision with a knife is impracticable. For 
lesions on the face, no treatment yet devised is so satis- 
factory as liquid air. The use of carbon dioxide snow 
is attended by great pain; requires many more applica- 
tions, and is inferior in all ways to liquid air. X-ray 
treatment of surface lesions is a long-drawn-out process. 
with very problematical eventualities. Applications of 
liquid air to the mucous membrane of the mouth can 
be made easily and safely, and in one case several appli- 
cations to the sclerotic coat of the eyeball have been 
made with no harmful results. 


Ultimate Prognosis of Dislocation of the Shoulder. 
(Du Pronostic Eloigné Des Luxations de l’Epauie.) 
L. Nunert and G. Ducéas, Marseilles. Revue de 
Chirurgie, February, 

The studies in prognosis made by the authors are 
based on fifteen old cases of dislocation (13, subcoracoid : 
2, subglenoid) that had been readily reduced shortly after 
the accident. All complicated cases were exciuded, since 
the object of Nubert and Dugas was to ascertain the final 
result of simple shoulder dislocations. : 

Simple dislocations, easily reduced, may be accompanied 
by functional impairment and painful manifestations for 
many months. ‘This was the case in nearly al! the pa- 
tients. Temporary incapacity may become permanent de- 
spite all efforts to avoid it. It is therefore unwise t° 
state what the results of a dislocation of the shoulder 
will be until several months have passed. Only excep- 
tionally will an impairment of function depend upon trat- 
matic paralysis of parts supplied by branches of the 
brachial plexus. Periarthritis of the shoulder joint “p- 
pears the most common cause of the sequelae of dis- 
location. Peripheral neuritis is a less common cause. !” 
some cases incapacity seems to depend upon the develop- 
ment of subacromial bursitis. 
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